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I. RESIDENCY OVERVIEW 
 

 
A. PROGRAM GOALS AND OBJECTIVES 

 
1.    Mission:  The mission of the Nellis Family Medicine Residency is to provide world class instruction so 

graduate physicians can supply a personal medical home for patients from cradle-to-grave, whether 
deployed or in garrison. 

 
• Goals: 

 
To produce COMPETENT and QUALIFIED physicians:  
The primary goal of the program is to produce highly qualified, board-eligible family physicians 
capable of providing continuing and comprehensive care to the individual and family as an integrated 
unit, in any military or civilian medical system. Graduates are capable of independent practice in the 
field of Family Medicine and recognize that our responsibility is not limited by sex, age, organ system, 
or disease process but is comprehensive delivery of medical care. 

 
To propagate our specialty through MENTORING:   
The program should cultivate mentors who particularly focus on medical students learning our 
specialty while helping them foster skills unique to Family Medicine that they can use in their future 
specialty by modeling full-spectrum Family Medicine by a cadre of diverse faculty. All instruction is 
performed in an environment that places the highest priority on patient safety and empathic care. 

 
To perform as LEADERS: 
Graduates will lead patient care and be able to assume responsibility for directing a team approach to 
health management.  Emphasis will be placed on the integration of a body, mind, and spirit approach 
as well as promoting healthy family dynamics within the broad context of community health care.  The 
goal is learning how to engage patients and help them utilize their resources to cope with an illness 
and injury. 

 
• Objectives:   

 
Founded in the ACGME core competencies, the FM Milestones and Family Medicine for 
America’s Health 

 
a. Precepting family physicians to create a broad-spectrum, patient-centered medical home 

which results in generative growth for each individual patient and family 
b. Promoting patient ownership of all military families enrolled to the panels of the Family 

Medicine Residency through continuous on-going relationships in the outpatient, inpatient and 
nursing home settings. 

c. Model full-spectrum Family Medicine 
d. Supervising through mentoring relationships with team chiefs, fellow residents, and medical 

students to support the individual and the specialty of Family Medicine 
e. Preparing residents to gain sufficient medical knowledge to pass the board examination by the 

American Board of Family Medicine 
f. Requiring scholarly activity and encouraging active participation in organizations which further 

life-long learning such as AAFP (American Academy of Family Physicians) and USAFP 
(Uniformed Services Academy of Family Physicians) 

g. Creating a conducive atmosphere for academic, emotional and spiritual growth of the entire 
staff by balancing time spent between medicine and family life; supporting weekly Balint 
meetings for morale and stress relief as well as providing clear policies regarding resident 
fatigue. 
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h. Teaching family physicians to become educators of patients, their fellow health care workers, 
as well as curious, self-directed learners for their own identified needs; clinical curiosity is 
paramount. 

i. Supporting community and international medical experiences including civilian and military 
humanitarian missions 

j. Enriching resident and staff experiences by partnering with civilian medical resources at 
Sunrise hospital, University Medical Center, the VA, Marquis Plaza Regency Nursing Home, 
and local physician offices. 

k. Developing ethical physicians who consistently display professionalism and integrity, as they 
humanize the health care experience in the family context of problems. 

l. Incorporating evidence-based medicine (EBM) concepts into their practice and self-directed 
learning to develop a natural command of medical complexity 

m. Promoting cost-effective health care maintenance and disease prevention at all stages of the 
individual and family life cycle. 

n. Learning key military medicine concepts of the USAF medical service such as readiness, 
Patient Centered Medical Home (PCMH), use of physician extenders and expeditionary 
medicine. 

o. Leading nurses, technicians, and other ancillary staff in interdisciplinary team work, as they 
handle stressful situations, deal with ambiguity, and interact with the system around them.  

p. Leveraging electronic records (AHLTA) and population health information technology 
resources to document clear concise notes, code accurately to allow appropriate billing, and 
target health care delivery to high-risk disease management diagnoses. 

q. Organize, interpret and advocate for the patient’s needs when coordinating consultant care for 
empanelled patients 

 
 
• Assessment of Goals & Objectives:  

 
A 3-year program of advancing responsibility, privileges and independence has been developed.  
This program emphasizes inpatient medicine, block rotations, and weekly Family Medicine clinic in 
the PGY 1 year and supervisory experience with subspecialty/elective focus, longitudinal format and 
continuity OB/emergency medicine in the PGY 2 and PGY 3 years. Increasing emphasis is placed on 
ambulatory rotations as the resident progresses. Evaluation by peers, Family Medicine faculty and 
faculty from outside departments is used not only as an educational formative feedback tool, but also 
as a summative means of documenting the resident’s progress towards staff level competence.  
Evaluation also serves to identify those residents who are in need of special assistance or 
remediation.  National in-service training examinations and Family Medicine board examinations 
provide further documentation of performance relative to Family Medicine peers in other residency 
programs. 
 
The residency environment includes a continuously evolving curriculum experience, which is under 
constant evaluation; evaluation informs curriculum to complete the residency assessment process. 
Residents are guided by monthly team chief sessions to monitor acquisition of appropriate 
knowledge, skills, attitudes, performance, and practical experience. Within the Clinical Competence 
Committee (CCC), the faculty will discuss each resident’s performance quarterly and provide 
feedback to the team chief to take back to the resident.  
 
Residency Partner is our web based system to collect formative and summative evaluations, 
including 360 evals from peers, patients and ancillary staff. Every quarter, the faculty reviews every 
resident's progress as reported by their team chief/advisor. Every 6 mos, ABFM Milestones are 
completed on each resident to satisfy by AF regulations and ACGME requirements. Additionally, 
every 12 mos an AF Form 475 narrative training report is composed which summarizes performance 
and is used later for consideration of promotion to a higher officer rank. The faculty also account for 
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In-Training Exam performance when making decisions for adding progressive responsibility. 
Specifically by year group the MILESTONE ACADEMIC PROMOTION criteria are as follows: 
  

PGY1 to PGY2 (includes supervisory role) - pass all rotations, maintain ACLS/BLS/PALS/NRP, pass 
Step 3, evaluation-based evidence that resident has sufficiently grown as a clinician to assume 
supervision responsibilities. 

 
PGY2 to PGY3 - pass all rotations, maintain ACLS/BLS/PALS/NRP, obtain state medical license, have 
scholarly activity project approved, demonstrate real progress towards completion of scholarly project 

 
PGY3 to Graduation - pass all rotations, maintain ACLS/BLS/PALS/NRP, take Board Certification exam, 
complete scholarly activity requirements, complete 10+ continuity OB deliveries and 60+ deliveries 
overall, complete 1650+ outpatient FM center visits (165 visits with patients <10 yrs old, 165 visits with 
patients >60 yrs old)  

 
 

 
• Required Support of Goals & Objectives:  

 
The 99th MDG provides education of physician residents, physician assistants in training, dentists, 
clinical nurses and medical technicians. It receives support and funding for training from the Medical 
Group Commander, 99th Air Base Wing Commander, Air Force Combat Command, and the Air Force 
Surgeon General’s office. Per AFI 41-117 Section 2.33.1, 25 March 2015, “In the event of a reduction 
or closure of a program, the residents are either allowed to complete their education or assisted in 
enrolling in an ACGME accredited program in which they can continue their education.” 
 
Further guidance regarding institution polices including due process, disaster/contingency plans, 
resident grievance, disability, duty hour and fatigue management, etc may be found in the 99MDG 
Institution Policy Manual. 
     

 
A. WORK SCHEDULES 

 
In accordance with the Accreditation Council for Graduate Medical Education (ACGME), the following 
guidance is provided for house staff/resident work schedules. 

 
C.    DUTY HOURS 

• Regular daytime duty hours include M-F 0700-1630 (0530-1700hrs for inpatient rotations). This 
does not include call, night float or holidays/family days.  Residents will be expected to stay until the 
end of each duty day unless they are doing shift work, released by the attending early, or are 
exceeding 80 hr work week rules (as below).   

• Weekend Call hours: times will vary depending on which rotation is involved. Expect to round at 
least one weekend day on inpatient. 

• Holidays and Family days: Residents on ambulatory rotations will have the day off, like a weekend 
day. Residents on inpatient rotations will work as if the day was a routine business week day.   

• Work weeks are not to exceed 80 hrs/wk on average over a 4-week period.  If this is occurring, 
immediately notify the service liaison and the Program Director. Unexcused work hour violations 
will NEVER be tolerated!! Explicit permission is given to break ACGME work hour limits to 
complete a continuity OB delivery, care for a sick/dying patient, or complete a special procedure. 
The PD must be notified via Residency Partner. 
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• No shift shall exceed 24 continuous hours (plus 4 hours for appropriate handoff).  After 24 hrs, 
regardless of total length of shift, no new patients, ER evaluations or admissions are to be initiated.  
It is permissible to care for pts after the 24 hr time period has passed (e.g. humanistic reasons, 
unique learning opportunities, and continuity OB patients). It is the RESIDENT’S responsibility to 
arrange for coverage of ongoing pt issues and assure that patient care is not compromised prior to 
leaving the hospital. PGY-1s may work 24 hrs maximum per shift. 

• On average one 24-hour period per week or 4 days per block is required away from patient care.  
 

• All Residents are REQUIRED to have 8 hours off between work shifts (days, nights or calls). Ten 
hours is highly encouraged/preferable. Circumstances that require return-to-hospital activities with 
fewer than eight hours away from the hospital by residents must be monitored by the Program 
Director; therefore, residents will document these rare occurrences in Residency Partner and 
provide justification in the comments. All residents must have at least 14 hours free of duty after 
24+ hours of in-house duty. All residents must be scheduled for in-house call no more frequently 
than every 3rd night (when averaged over a four-week period). 

 
D.      CONFERENCES 

 
• Balint:  Each residency year group will meet regularly in a group setting.  These balint groups are 

moderated by the FMR behavioral medicine specialist.  They are designed to help residents cope 
with the stressors of residency while maturing into a family physician and teach behavioral medicine 
concepts. Attendance at these meetings is mandatory.  Residents are not to be interrupted for any 
reason except for true patient emergencies or continuity OB deliveries.   

 
• Team Chief:  The Family Medicine Residency is organized into teams for administrative and 

practice management purposes.  The faculty Team Chief is responsible for meeting with residents 
on a monthly basis throughout the academic year.  The purpose of these meetings is to keep track 
of academic progress, oversee social/mental health status and assure appropriate documentation 
of performed procedures. The Team Chief is responsible for mediating resident problems on 
individual rotations. 

 
• Lecture Half Day: F 1230-1630 in the FMR lecture hall/conference room.  All residents in MOMMC 

are required to attend. 
• Mandatory PT: F 0700-0800 PT. All Family Medicine residents not on inpatient rotations are 

required to attend.  
• Safety Rounds: M-Th 0730-0735 in the FMR lecture hall/conference room.  Safety briefings 

involve all residents, faculty and clinic staff involved with clinic that day is held to review clinic wide 
quality and safety improvement. M 1240-1245, team meetings with clinical staff will be held to 
review team related issues quality and safety improvement. 

• Theme Day Teaching Conference:  4th Monday of the month from 1230-1630 in the FMR Lecture 
Hall. All Family Medicine residents are required to attend. Other Mon afternoons are reserved for 
chart completion, MEB completion, home visits, nursing home visits, scholarly activity project work 
and other administrative responsibilities when on outpatient rotations.  

• Readiness training: Held the 2nd Thursday morning of each month. All personnel not on inpatient 
duty or working with other services on outpatient rotations are required to attend.   

• Commander's Call: Held on a monthly basis or as deemed necessary by the Medical Group 
Commander. All residents are required to attend commander’s call. This is NOT optional. 
Residents involved in emergent patient care situations may be excused if coordinated with the 
Program Director   
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• Prostaff:  All PGY-3 residents are expected to attend Professional Staff meetings each month.  
PGY-1 and PGY-2 residents are encouraged to attend meetings when rotation responsibilities 
allow.   

 
If a resident is unable to attend a conference, it is the resident’s responsibility to inform the 
Chief Residents of the reason for absence.  Excusable absences include post call, emergency 
patient transfers to outside facilities, procedures requiring resident attendance, leave, and 
TDY. Excused absences are not counted for or against resident attendance records. If 80% 
attendance is not achieved, Leave / TDY privileges may be withheld. 
 

E.     RESIDENT CALL POLICY  
 

• Residents on inpatient rotations will be available at 0600 the following morning to pick up any new 
FMR patients to be admitted and write admission H+Ps. Night Float is not call.  

• An honest attempt will be made to schedule an equal amount of call when working at downtown 
rotations.  Disputes regarding call should be brought to the attention of the call scheduler.  Any 
continued disagreement should be taken up the chain of command which begins with the Chief 
residents. 

• Jeopardy call system:  Residents on an in-house selective rotation may be required to cover 
another resident’s call or clinic in the rare instance of family emergency, illness, excessive fatigue, 
or any situation where the resident is not available/fit to work.  Resident selection will be based on 
their currently scheduled shifts and calls as to not break ACGME work hour regulations.   

• OB shift/call responsibilities: 
• Manage the labor deck with assistance from OB staff for all OB patients on L&D 

• Precept all patients and plans with staff prior to intervening unless an emergency 

• Assist with all C-sections 

• Evaluate all OB patients in the ER with staff obstetrician when possible  
 

II. FAMILY MEDICINE RESIDENT RESPONSIBILITIES: 
 
Being a Family Medicine Physician involves continuity of care for our empanelled patients which will 
be emphasized throughout the residency program.  Beyond your scheduled core rotations, there will 
be additional responsibilities and items that need to be accomplished on a daily basis. 
 

A.    CLINIC SCHEDULE AND PANEL:   
 

PGY-1:  one half day of clinic/wk                  250 continuity pts 
  
PGY-2:  four half days of clinic/wk. including acute clinic             250 continuity pts 
 
PGY-3:  four to five half days of clinic/wk. including acute clinic   250 continuity pts 

 
B.     CONSULTANT GUIDELINES: 

 
The morning consultant will cover from 0745 to 1200.  The afternoon consultant will cover from 1300 
until 1630. If residents complete notes late after these timeframes, they will send the note for staff co-
signature to their Team Chief. 
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A second consultant is scheduled when there are ≥ 4 residents in clinic. Consultants will sit in the 
consult room. 
 
Interns will precept all patients face-to-face with the consultant for their entire PGY1 year.  The 
consultant should personally evaluate the patient in most circumstances during the first half of the 
academic year (Jul-Dec); and based on the complexity of the case, the CON has the option whether 
to see the patient thereafter.  

 
 

 C.     PRIMARY CARE TEAMS:   
 
Each team is empanelled ~850 patients and consists of 1 faculty member, 1 PGY-3, 1 PGY-2, and 1 
PGY-1 (structure may vary at the discretion of the Program Director). The team covers continuity of 
care for private OB patients, telephone consults, and lab results when members of the team are on 
leave/TDY or away rotations.  Therefore, it is critical to communicate this coverage with your support 
staff; you must designate your coverage surrogate in Outlook “out of office assistant” and post a note 
over your physical mailbox and on your computer screen. 

 
D.     TELEPHONE CONSULTS:   

 
All telephone consults should be addressed as soon as possible. At least one attempt per day should 
be made to contact the patient and documented within AHLTA. PGY-1 residents are expected to 
return all telephone consults personally.  PGY-2 and PGY-3 residents may utilize their 4A’s, 4N’s, 
Relay Health secure messaging, and nurses to assist with call backs.   

 
E.      MAILBOXES:   

 
Each resident has a designated mailbox in the resident room.  It is important to check this at least 
once per day to ensure all items are handled promptly.   

 
F.      CLINIC RECORDS REVIEW:  

All PGY-1, PGY-2, and PGY-3 resident charts must be marked for co-signature in AHLTA upon 
completion.  This includes outpatient notes and TCONs in which there is medical decision making 
(e.g., you do not have to send something for co-signature if you are just marking “reviewed”). A daily 
list will be posted in the consult room for whom the residents should send their notes, and all notes 
must be completed by 1630.   Each outpatient note should be written or dictated in the “Subjective, 
Objective, Assessment, Plan and Prevention” (SOAPP) format. Please ensure the problem list, 
procedures, allergies, prevention, and medications are updated in the AHLTA note. See the article in 
FPM by Crownover, B re: note construction, structure and synchronicity. 
http://www.aafp.org/fpm/2011/0700/p15.html 

 
1)  Clinic record reviews are an important part of the formal evaluation of Family Medicine residents. 

They serve to: 
a. Assess the completeness and quality of the documentation of medical care. 
b. Ensure the appropriate physical exam was conducted and documented. 
c. Review the proposed treatment plan ensuring it is appropriate and accurate. 
d. Ensure prevention strategies have been addressed. 
 

http://www.aafp.org/fpm/2011/0700/p15.html
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2)   The preceptor will review charts and will deliver written feedback via “Comment Card” Residency 
Partner generated e-mail.  It is imperative that the resident physician correct the identified 
discrepancy as soon as possible, and acknowledge receipt to the preceptor. 
a.   At the monthly Team Chief/resident conferences, the residents’ chart work will be discussed.  

Staff will review several of the resident’s records and note comments by other staff in 
preparation for this interview. 

3)   Formal audits.  Formal clinic record audits will be conducted at faculty discretion as follows: 
a.  Staff will formulate a pool of diagnoses or problems that are subject to audit, based on 

demonstrated difficulty with certain areas. 
b.   A staff physician, nurse or PGY-3 will audit a representative sample of charts for the problem 

and criteria he/she has chosen. 
 

 
G.       AUTOMATED DATA COLLECTION:   

 
Every outpatient encounter must have proper E&M coding.  The medical group has professional 
coders who review/audit assigned codes, but it remains the responsibility of the physician to assign 
the initial code within the disposition section of the AHLTA note. Anticipate overriding the suggested 
code in AHLTA often. If the physician disagrees with the coder, this can be a valuable opportunity to 
discuss the note with the coder and fine-tune the code.   Residents should code all telephone 
consults as well. 

 
H.        HOME VISITS:   

 
Residents are required to make a minimum of 2 house calls on empanelled Family Medicine patients.  
This can be arranged with the Team Chief, the nurse case manager, or the behavioral scientist. 
Write-up forms are available on Residency Partner. Visits may occur during lunch hour, Monday 
afternoons or after hours. You are encouraged to select more challenging patients, in which the home 
environment may enable you better formulate a plan of care. Once completed, the home visit should 
be documented in AHLTA and a procedure count inputted in Residency Partner. Your first home visit 
should be directly supervised.  
 

I.         VIDEO RECORDING POLICY:   
 

Video recording may be used as an educational tool for Family Medicine training.  During the three-
year residency, each resident and team chief may have the opportunity to use this tool to evaluate 
his/her patient care, professionalism, interpersonal and communication skills. If no access to video 
recording is available, then faculty will directly observe residents in clinic using a mini-Cx form. 

 
• If video is used, the Director of Behavioral Sciences and the Team Chief review recordings 

with the resident, usually on the day that they are performed.   

• Residents should complete six video recorded interviews and/or mini-CX forms during their 
residency. 

• Time will be set-aside in the Family Medicine Clinic schedule or the Simulation Center for 
recording when available.   

• The staff reviewer will complete a medical Interview Skills Checklist in Residency Partner.   

• Informed consent (DD form 2830) will be obtained from all real patients. 
 
J.        PROCEDURE DOCUMENTATION:  
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The documentation of procedures and experiences serves as the basis for the credentialing process. 
Residents are required to track procedures using either their FMR Procedure Tracker (Excel File) or 
in Residency Partner. The Excel file will be saved on the H-drive with frequent backups made to the 
G-drive to ensure information safety. This will be the base of information used for procedure 
certification and credentialing as residents graduate. Procedure tracking Excel forms will be provided 
to each resident at the beginning of residency and should be updated regularly. It is the resident’s 
responsibility to maintain this form up to date.  
 

K.        MENTAL HEALTH SERVICES:   
 
There is a full-time Mental Health Provider assigned to the Family Medicine Department.  You will 
interact with them on several levels: (1) During your video recording sessions in the outpatient clinic; 
(2) during Balint; (3) when you have patients who may need psychiatric or social help; (4) while 
seeing patients conjointly; (5) during PGY-2 rotation; and (6) for your own personal issues, as 
needed.  Each of these individuals or families may be referred to the Social Worker via direct or 
coordinated consultation.   

 
L.         REASSIGNMENT OF PRIMARY CARE MANAGER OR DISENROLLMENT:   

 
From time to time you will encounter challenging or difficult patients.  As part of residency training, 
residents will be asked to remain involved in the continuing care of these patients.  On rare 
occasions, it is in the best interest of all parties for a patient or family to be transferred to another 
provider within the clinic or to another clinic entirely.  The Team Chief and, if necessary, the Program 
Director are authorized to evaluate and make decisions concerning the best interest of the patients.  
A resident should not decrease his/her empanelment without the approval of his/her Team Chief and 
coordination through the clinic Group Practice Manager. 

  
M.        INPATIENT CONTINUITY ROUNDS:   

 
All residents are expected to maintain close communication with the inpatient team to give and 
receive advice regarding their empaneled patient’s care.  All residents are responsible for their 
obstetric and prenatal patients.  Residents may manage their own Family Medicine patients with the 
supervision of the staff attending if they arrange this with the inpatient team. 
 

III. ROTATIONS OVERVIEW 

 
Prior to the rotation, you should receive an email with a link to the goals/objectives/readings. On the first 
day of the rotation, the Department Coordinator/Liaison will sit down with the incoming resident and discuss 
the responsibilities outlined in the rotational goals and objectives, plus any changes, additions or deletions. 
The attending should discuss individual expectations from the resident.  At the midpoint of the rotation, a 
feedback session will be performed with an overview of the resident’s strengths or weaknesses; if the 
attending fails to initiate mid-point feedback, it is the responsibility of the resident to request feedback. (If 
feedback is still not provided mid-point, the resident will notify the Program Director.) Any below average 
ratings should be discussed at this point and plans for remedial action should be made.  The Program 
Director and Team Chief should also be advised of any such deficiencies and/or progress in correcting 
these deficiencies.  No resident should be surprised by a below average standing at the end of the rotation. 
Residents will be evaluated by their level of performance on a progressive Likert system. Please see 
attachment 1 for a sample instruction regarding resident evaluation.  
 
A. ROTATION ATTENDANCE 

 
1) No rotation will be less than 2 weeks long. 
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2) An “away” rotation is defined as any rotation where the resident is unable to perform FMR 
continuity clinic. Residency Review Committee (RC) requirements prohibit more than 12 weeks per 
academic year away from the resident’s continuity clinic, and more than 8 weeks for any single 
absence.www.acgme.org. At least 4 weeks must separate away rotations. 
 
3) Elective rotations are included in the 3-year long block schedule to provide residents the ability to 
tailor their education.  Residents should discuss elective rotation options with their Team Chief.  If no 
elective is chosen, the default elective will be a FMR clinic rotation. The elective must be chosen at 
least 3 months prior to the rotation date.  The resident must then complete the Elective Rotation 
request form to ensure all required parties are aware of the selection and residency requirements are 
met. 
 
4) Additional specialized training (Helm’s acupuncture course, colonoscopy, high-risk OB/primary 
cesarean section training, other Areas of Concentration, etc) is available for residents to gain 
additional training during their residency.  Residents MUST remain in good academic standing (not on 
Academic Notice, etc) to take advantage of this training.  This training must not take precedence over 
core Family Medicine training. 
 
4) Leave is allowed on electives, longitudinal rotations, and as designated on the 3-year master 
rotation schedule if the rotation is 4 weeks long.  No leave on 2 week rotations. 
 
5) Residency Partner will notify the rotation director of your schedule prior to the start of the rotation. 
This will allow the rotation director to know which days you will be a guest in their dept. In addition, 
the resident is strongly encouraged to contact the rotation director several days prior to the beginning 
of the rotation to ensure a smooth transition and clarify the schedule.  Any changes must be 
coordinated with our residency coordinator, the Chief residents, the residency/clinic scheduler and 
their Team Chief. 
 
6) If the attendance requirements are not met, the rotation will remain incomplete.  If this is a required 
rotation, time will be taken from elective rotations to remediate the days missed or residency 
completion will be delayed. Up to one half of elective time, not to exceed 6 weeks, may be used to 
remediate deficient performance. 
 
7) Call the Residency Coordinator and Chief Residents if you will not be able to attend your rotation.  

 
  B. SCHEDULED ROTATION OUTLINE (See Attachment 2) 
 
  C. INPATIENT MEDICINE RESPONSIBILITIES (See Attachment 3) 
 
  D. OBSTETRICS UNIQUE INFORMATION: 
 All residents are required to deliver 60 patients. Those going to teach need 80+. 
 **Please see Attachment 9 for the OB Rules of Engagement (inpt/outpt OB care guidelines) 
 **Residents are NOT to care for the spouses of fellow residents. 

 
1)  CONTINUITY PROGRAM:  

• CONTINUITY patients refers to private OB patients; they are required for graduation and 
represent a vital component when learning continuity of care.  CONTINUITYs attend OB 
orientation and are recruited to the FMR program.  They are assigned to residents on a rotating 
basis.   

file://lsv-fs-sg-mdg01/Groupdata$/sgo/sgof/Custom%20Access/1395706345A/AppData/Local/Microsoft/Windows/Documents%20and%20Settings/Brian.Crownover/Local%20Settings/Temporary%20Internet%20Files/Content.Outlook/4VY62BZV/www.acgme.org
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1. If a patient in a resident’s panel becomes pregnant, then that resident will follow her as a 
CONTINUITY if the pregnancy is low risk. Despite who is next in line for a patient, the PCM 
assigned to that patient will carry that patient as a CONTINUITY.   

• A minimum number of 10 continuity deliveries are required for graduation.—we seek to exceed 
this by 100% (but are not always successful). The FM RC policy as of June 2014 requires 
residents to see CONTINUITY patients at least twice prior to labor, deliver the patient and follow 
them postpartum in house, in order to count as CONTINUITY.  To count ANY delivery, the 
resident should be the primary physician performing the delivery or acting as 1st assistant “getting 
your hands dirty” during the delivery of the infant.  
 
a) PGY-1:  Residents may receive 1 new CONTINUITY/month after November. 

• 100% of Continuity pts must be precepted face-to-face with a staff BEFORE the pt is 
released from clinic. 

• If a patient from the resident’s panel becomes pregnant prior to November, they may 
follow that patient as a CONTINUITY. This is the only exception to this rule. 

b) PGY-2/PGY-3:  Residents will receive up to 2 new Continuity pts/month until Sept of PGY3 yr. 

• 100% of Continuity pts must be precepted face-to-face with a staff BEFORE the pt is 
released from clinic. 

• If a CONTINUITY is due after the graduation of a PGY-3, all efforts will be made to 
reassign the patient to a PGY-1 or PGY-2 resident long before her delivery date.  Transfer 
must be approved by all residents involved and the team chief.   

• Continuity pts will be followed solely by the assigned resident as much as possible.  In the 
event a resident is on leave or TDY, coverage for the CONTINUITY MUST be pre-
arranged.   

• The delivery of Continuity pts will be performed by the assigned resident.  A CONTINUITY 
delivery will take precedence over the resident’s current rotation except away rotations 
(unless coordinated and nondisruptive).  ALL efforts should be made to attend a 
CONTINUITY delivery.   

• Continuity pts will receive prenatal care through the Family Medicine Department.  The 
entire family of a CONTINUITY should be incorporated into the resident’s panel in order to 
promote continuity of care.  This is accomplished with the help of the Group Practice 
manager, and program director if necessary.   

• Postpartum and nursery care are the responsibility of the primary CONTINUITY physician. 

• Final decision about whether a particular delivery may count as a continuity rests with the 
Program Director.    

 
2)  MANAGEMENT OF COMPLICATED OBSTETRICAL PATIENTS BY FM DOCTORS:   

If an obstetric patient being followed by a resident or staff physician becomes complicated, 
consultation with the either a FM/OB or the Obstetric Department is mandatory. Based on the 
diagnosis, a one-time consult will be performed and the patient will return to FMR or be 
transferred to the OB clinic. 

a) Conditions Requiring Transfer of Care to OB (but residents may still co-manage with OB): 
 
1. GDM A2 and above                                                            
2. Multiple gestation 
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3. PPROM < 34 wks 
4. Recurrent preterm labor                                                       
5. Severe pre-ecclampsia 
6. PMH includes autoimmune disease, severe renal/cardiac disease or hemoglobinopathy 
7. C-section requiring condition**  

 A resident may follow elective repeat C-section patients as long as they are present at the 
delivery. C-sections may be performed by a credentialed FM staff. 

 
 

b) Conditions Requiring One-time Consultation with FM/OB, OB or Perinatology/MFM 
 
1. Abnormal Quad screen 
2. AMA 
3. Chronic HTN on medications 
4. Chronic or gestational proteinuria (>300 mg/day) 
5. Duration 2nd Stage Labor > 2hrs, 3 hrs if epidural 
6. Fetal anomaly detected 
7. GDM A1 
8. IUFD 
9. Mild pre-ecclampsia 
10. Non-vertex position at 37 weeks 
11. PPROM 34-36 weeks 
12. Preterm labor – 1st episode 
13. Unexplained third trimester bleeding 
 

c) Conditions requiring informal FYI consultation, per DoD Guidance: 
 
1. Epidural 
2. Induction/Augmentation of labor 

 
 

.  E.  EVALUATIONS OF FACULTY AND ROTATIONS:   
At the completion of each rotation, each resident is required to submit a resident evaluation of the 
faculty and rotation. These are reviewed at the residency education oversight group (REOG) and by 
the Program Director of the Family Medicine Residency.   Resident comments are anonymously 
given to the services each quarter.  If complaints are made, please give specific examples and send 
solutions for remedy of the problem.  
 
The Family Medicine staff is also reviewed separately in an annual review.  
 
Residents are evaluated by faculty at the end of every rotation.  This report will be reviewed and 
signed by the resident using the online evaluation system. All evaluations will be performed using 
Residency Partner. Passwords will be coordinated with the residency coordinator. 
 

 

IV. GRADUATION REQUIREMENTS AND LICENSURE 
 
A. RESIDENCY REQUIREMENTS: 

1. Annual Residency Review:  An annual review of the residency curriculum is held each year in 
April. All residents and staff are required to attend.  The review is held at an off-site location on 
Friday.  Residents are excused from their services during the review.  On Thursday night, the 
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nightfloat resident(s) are released prior to midnight to get some rest prior to the review.  After 
the review, the night float residents are expected to work their night shift. 

2. Graduation Banquet:  An annual banquet for Family Medicine residents is held on the last 
Saturday in June.  All residents are required to attend.  The banquet is held proximate to 
graduation.  Residents are excused from their service from 1500 hours that day until the 
following morning. 

3. Graduation Ceremony:  The annual graduation ceremony occurs on the morning of 30 Jun 
(unless this falls on a weekend, then it will occur on the closest weekday).  All PGY 1 and PGY 
3 residents are required to attend.  PGY 2 residents are encouraged to attend if duties permit.  
Graduating PGY 1 and PGY 3 residents are off service from 0800-1300 hours that day. 
 

4. Resident retreats: Two separate retreats will occur. One will be in the fall following the in-service 
exam (all classes). The other will be in April on a Friday and Saturday (class specific). 
Residents are responsible for planning and funding. Residents are excused from their services 
during the retreats from 0800 hours on Friday to 1800 hours on Saturday. 

1. The Program Director expects to know plans for the fall retreat by July 15 and the 
Spring retreat by Dec 15.  

 
5. Research Symposium: The Friday prior to Graduation (anywhere from 23-29 June). All PGY3 

residents are required to attend and present their scholarly inquiry projects.  All PGY1 and 
PGY2 residents are required to attend. 

 
B. TESTING: 

1. USMLE/COMLEX Step III: This is a required exam. This must be taken by 31 January of your 
PGY 1 year.  Residents are given ONE travel day before and after the scheduled exam, only if a 
long distance test site is required, otherwise they may be dismissed the afternoon the day prior to 
testing. Testing fees are the responsibility of the resident.  The exam is taken while on 
permissive TDY. Permissive TDY paperwork must be obtained prior to leaving for the exam.  
More information can be found by accessing the Internet sites: www.usmle.org  and 
www.academyofosteopathy.org and http://www.nbome.org/contact.asp. 

 
2. In-Training Exam:  Required annual exam given nationwide to all Family Medicine residents in 

late October. The residency Behavioral Scientist or Residency Coordinator proctors the 
examination.  This test bears close resemblance to the American Board of Family Medicine 
Certification examination taken after completion of the residency.  Scores are used for program 
and self-evaluation; although, they usually do not directly affect resident advancement, they may 
be taken into consideration if part of an overall pattern of deficient performance. Residents who 
receive less than 30th percentile will be placed on academic notice and given an education 
plan. In training exam questions books are returned to the taker after the exam is administered. 
Sample questions are available from the senior residents or faculty. Remedial instruction may be 
required for low scores. 

3. Family Medicine Board Certification: Computer based exam administered by the American Board 
of Family Medicine. See www.theabfm.org for application, fees and testing sites. Fees are usually 
paid (1st attempt only) while still enrolled in the program. All residents on track to graduate in June 
will take the exam in April of their PGY-3 year. 

4. ATLS--Residents are expected to be ATLS certified prior to graduation.   
 

C. RESEARCH AND SCHOLARLY ACTIVITY PROJECTS: 

http://www.usmle.org/
http://www.academyofosteopathy.org/
http://www.nbome.org/contact.asp
http://www.theabfm.org/
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Residents are required to complete a research project or scholarly activity project to be presented to 
the residency prior to graduation.  The form of research is expected to be 1) an original research 
subject with observations, literature review, hypotheses, research design, data collection, statistical 
analysis, and conclusions formulated by the residents themselves,  2) residents may select a 
combination of a) case report submitted for presentation at USAFP (Uniformed Services Academy of 
Family Physicians annual conference) plus b) FPIN clinical inquiry coauthored with a staff physician, 
or 3) an Area of Concentration 200 hr project designed by the resident. FPIN inquiries (Family 
Physician Inquiry Network) are published in Journal of Family Practice, American Family Physician or 
Evidence Based Practice. In addition to submission to USAFP, case reports may optionally be 
submitted for written publication; case reports are often published by the Journal of the American 
Board of Family Medicine (www.jabfm.org) and Southern Medical Journal.  
In the PGY-1 year, the residents will attend a research training session.  The Team Chief and 
research coordinator will help the resident determine the best question to study and aid the resident 
in the development and implementation of the research project or scholarly activity.  Research time is 
available and will be scheduled and monitored by the research coordinator and Team Chief.  Study 
start and end dates should be agreed upon by the resident and research coordinator.  The end date 
should not extend beyond winter of the third year.  Given this schedule, each third year resident is 
encouraged to present their study at any of the spring scientific assemblies, especially USAFP. TDY 
funding will be prioritized accordingly.  All residents will present their research no later than the 
scheduled annual department research symposium in the spring of the PGY-3 year. 
 
Any requirements for the Evidence-Based Medicine rotation are in addition to these requirements.  

 
(See Attachment 7 for additional details on scholarly activity requirements) 
 

    D. LICENSURE: 
PGY-2 residents must hold an unrestricted state license by the end of December of their PGY-2 
year.  Residents should apply for licensure no later than 1 Aug of the PGY-2 year.  (Residents must 
be licensed to apply for the Family Medicine Board Certification examination, and to comply with AF 
regulation.) AF Personnel Center requires tracking of all PG-2 licensing efforts and forwards reports 
to the AF Surgeon General’s office. 

 
E. CREDENTIALING GUIDELINES: 
1. Residents must perform the minimum number of procedures (if designated) and show competency in 

order to be credentialed as a provider practicing independently after residency. A resident’s 
procedural skills are monitored by faculty from all departments. When a resident is felt to be 
competent to independently perform a procedure the observing staff member will sign the FMR 
Procedure Certification Form for that procedure. After obtaining 2 signatures the resident will submit 
the signed form to the Program Coordinator who will bring it to the Program Director. If approved, the 
form will be placed in resident’s permanent file and updated on the G-drive in the hospital 
credentialing folder for all hospital services to see. The Program Director has the ability to approve or 
deny resident procedural requests regardless of the number of procedures performed or signatures 
obtained. Residents are responsible to track their own procedures and obtain the appropriate 
documentation for credentialing purposes as outlined in this document. For residents who have 
become proficient in a portion of a procedure at time a graduation an addendum may be placed on 
the AF Form 2816. 

2. Privileges will not be granted if the minimum requirement is not documented appropriately. 
3. Prior to graduation from the residency, each resident will submit an application for credentials to the 

Program Director.  Since documentation of supervised procedures is necessary to justify certain 

http://www.jabfm.org/
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credentialing, it is incumbent on each resident to maintain a procedure log as outlined earlier in the 
procedure documentation section.  Please refer to the procedures list in addendum 5 to see those 
procedures requiring documentation.   

4. Documentation is required to establish the level of skill acquired by the resident, clearly establishing 
the level of supervision required to perform a given procedure. This documentation is to be easily 
accessed by the attending staff responsible for supervision, nursing staff and technical staff who will 
be assisting the resident in performing the procedure.  For hospital-wide access, an excel 
spreadsheet will be maintained on the G-drive and updated by the Program Coordinator. Competency 
in a given procedure will be determined at the Program Director’s discretion. If you feel you have 
been given solo privileges and it is not on the excel spreadsheet, please bring your documentation to 
the Program Director or Program Coordinator to update. 

5. Procedure tracking aids the Program Director in determining the scope of skills and procedures for 
which staff privileges will be recommended upon completion of residency training. 

6. At all times, the resident is working under the supervision of an attending physician, and the ultimate 
responsibility for the care of the patient rests with that attending physician.  As such, the attending 
physician responsible for the individual patient’s care will decide the degree of supervised care 
delegated to the resident. 

7. The levels of competency established will be as follows: 
•  "Direct Supervision":  The supervising physician is physically present during the procedure. 
•  "Indirect Supervision" is broken down into two levels: 

o "Direct Supervision Immediately Available": The supervising physician is physically 
within the hospital or other site of patient care, and is immediately available to provide 
direct supervision.  

o "Direct Supervision Available": The supervising physician is not physically present 
within the hospital or other site of patient care, but is immediately available by means 
of telephonic and/or electronic modalities, and is available to provide direct 
supervision.  

•  "Oversight": The supervising physician is available to review procedures and encounters and to 
offer feedback after care is delivered. 
 

See attachment 5 for a full list of procedures. 

 
V. MILITARY ISSUES: 
 
A. ADMINISTRATIVE DUTIES:   

 
• As an Air Force officer, you will attend briefings or perform designated computer assisted learning for 

annual training requirements.  These tasks are REQUIRED and will need to be performed promptly.  
Any problems completing these tasks should be addressed with the Team Chief. SWANK is the 
primary training database for 99 MDG—recommend you set SWANK as home page on internet 
browser.  

 
B.  WEAR OF UNIFORM:   

 
• For further guidance please refer to AFI 36-2903.  
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• It is mandatory that all active duty personnel arrive for duty in uniform of the day, (UOD) regardless of 
arrival time.  Exception:  Personnel participating in mandatory PT sessions may arrive in PT gear if 
showering and changing within the facility.  Wear of the uniform is required base-wide for all military 
activities not related to direct patient care (do NOT go across base or off base in scrubs!).  The 
standard duty uniform for all Air Base Wing personnel are as follows: 
 

a. Duty days - ABUs 
b. Military Recall– ABUs 

 
• No Hat/No Salute Areas.  Although some medical groups have passage ways with no hat/no salute 

zones, ALL outdoors areas around MOFMC require salutes and hats except the outdoor patio dining 
area at the cafeteria or between the pharmacy and admissions. 

 
• Surgical Scrubs.   

 
i. Surgical scrubs are designed as personal protective equipment to protect yourself and the 

patient.  Scrubs are not personal property and will not be worn/taken outside the facility.  
Exceptions to this will be approved by 99 MDG/CC only. 

 
ii. Surgical scrubs may be worn while engaged in clinical scenarios wherein dirt/patient 

contamination is possible.  Squadron CCs are responsible for approval of scrub wear and 
enforcement of this policy.  

 
iii. Scrub Wear Outside of the Duty Section. 
 

1. Scrubs may be worn outside of the duty section as long as they are clean and 
presentable.  Masks and surgical shoe covers must be removed when leaving the 
immediate OR/L&D work areas.  OR, L&D, MSU, ICU, anesthesia/OR offices and 
break room are considered immediate work area. 

2. Scrubs may not be worn outside the hospital building at all. 
 

iv. Identification.  When wearing a scrub shirt without physician’s white coat, within the duty 
section, the hospital identification badge must be worn.  If wear of the ID badge limits patient 
care or endangers patients, then the badge may be kept on the wearer, but not necessarily 
clipped to the outer scrub.  Every member of the MDG must wear and have the ID badge 
immediately available.  In addition, blue uniform name tags with shiny rank positioned above 
them must also be worn on the right side of the chest.  The hospital badge alone is not 
sufficient for name tag use. 

v. Closed toe, solid toe (not Vibram toe shoes) are permitted. 
vi. You may not wear personal scrubs in the OR or other sterile environments. 

 
C. RANDOM DRUG SCREENS:   

 
• Notification for random urinalysis drug screens may occur.  When notification takes place, it is 

considered a mandatory formation and must be carried out promptly.  Report to the CSS (orderly 
room). Bring your military identification card.  If providing patient care at the time of notification, inform 
your supervisor to assist with patient coverage.  Residents are not exempt from severe military 
disciplinary actions if they are late for giving a urine sample. YOU MUST GO!!!!!!!!!!!!! 

 
D. ELECTRONIC INFORMATION: 
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• CHCS, Essentris and AHLTA - Residents are taught how to use CHCS during in processing to the 
medical group.  AHLTA is the military outpatient EMR system and will be used to generate all clinic 
notes, telephone consults, review new laboratory and radiology results, and order entry.  Use 
Essentris for inpatient documentation. 

• Microsoft Outlook is the "official" software used for military e-mail. Residents are encouraged to check 
Outlook messages at least once per day. This system will be used for all “official” military 
communication.  Outlook should NOT be used for communication with patients. 

•  All internet activity is monitored.  If an illegal site is accessed the Info Systems department will be 
alerted.  Computers should never be used to for any reason that might bring discredit to the Air 
Force. Always assume your commander is looking over your shoulder when surfing the 
net…seriously. 

 
E. RECALLS:   

 
• As part of Nellis’ Readiness mission, residents are subject to recalls.  Recalls may present in different 

forms. Telephone recalls require the relay of critical information via telephone to those colleagues 
below your name on the recall roster.  If a recall message requires the resident to report for duty then 
the resident should make their way to the hospital ASAP.  (This means sign in within one hour if living 
off base, 1/2 hour if living on base).  Residents will not be required to participate in all MDG exercises.  
Participation will be decided upon by the Program Director. Residents must maintain a current recall 
roster and should keep it readily available at all times. Please ensure the clinic NCOIC has your 
current contact information.  In addition, your cell phone must be kept on your person or at your side 
in case of recall.  

 
 
F. HOSPITAL DISASTER TRAINING:   

• The second Thursday morning of each month is declared "readiness training day".  Residents will be 
required to participate in the disaster training or exercise as directed by the hospital or Wing 
Commander.   

• Disaster Plan:  The Family Medicine Clinic is responsible for supporting the hospital disaster plan. 
Your Team Chief will assign you to a team.  Disaster exercises and recalls will occur throughout the 
year.  Disaster training will occur during readiness training days.  

 
G. BENEFITS: 

• PAY: Non-prior service physicians will start residency as a captain with zero years service for pay 
purposes, which provides more than adequate financial support to fulfill educational responsibilities.  
Residents who are prior active duty will be paid according to their current rank. Air Force pay scales 
may be viewed at. http://www.dfas.mil/militarymembers/payentitlements/militarypaytables.html. 
Remember malpractice liability for scope of practice issues is covered under US law by the Feres 
Doctrine.  

 
H. LEAVE:   
 

• All Air Force members accrue 2.5 days of leave per month.  The ACGME requirements permit a 
maximum of 30 days of non-educational absence from the program each academic year.  This 
includes leave, sick leave, maternity leave, family or emergency leave, and house hunting or PCS-
related leave.  No more than one week of leave may be taken at one time, without a waiver from the 
Program Director.  Two leave periods may not be consecutive, and at least one month must separate 
any periods of leave of one-week duration each.  In order to take leave on a rotation you must be on 
a leave eligible rotation and have spent at least two weeks in that rotation during the year.  Leave 

http://www.dfas.mil/militarymembers/payentitlements/militarypaytables.html


 21 

from residency does not accumulate from one year to another.  However, residents do continue to 
accumulate Air Force leave that may be utilized after graduation from residency.  Residents cannot 
reduce the total time required for residency (36 calendar months) by relinquishing vacation time. Per 
AFI 41-117, Para 3.8.1 the following leave amounts are authorized: http://www.e-
publishing.af.mil/shared/media/epubs/AFI41-117.pdf 

• PGY-1 residents may take 2 weeks of leave.  Ten working days and four weekend days are allowed 
for use in leave status. 

• PGY-2 residents may take 3 weeks of leave.  Fifteen working days and six weekend days are allowed 
for use in leave status.  PGY-2 residents may also receive one week of paid educational TDY. See 
AFI 51-603 for details on educational TDYs.  

• PGY-3 residents may take 4 weeks of leave.  Twenty working days and eight weekend days are 
allowed for use in leave status. These 4 weeks include any time spent for house hunting while on 
permissive TDY. PGY-3 residents may also receive one additional week of educational TDY.     

• Local policy:  Residents do not need to be on leave for non-duty times (weekends / holidays) if: 1) the 
resident is back for duty on time, 2) the resident was not scheduled for work (so residents must take 
leave if they do not want to be put on call), and 3) the resident drives out of the area to a location on a 
day trip.  If a resident takes Friday off and remains in the local area, then the resident only needs to 
take leave for Friday.  Remember this is highly variable.  The wing commander can change policy to 
be more restrictive than the AFI. 

• Maternity Leave Policy:  Once pregnancy has been confirmed, pregnant residents will notify the 
Family Medicine Program Director and the Chief Residents.  Efforts will be made to schedule the 
most demanding rotations earlier in the pregnancy.  The rotation performed around the Estimated 
Date of delivery (EDD) will be one in which the resident is not essential for the service.  The call 
schedule will be arranged to have no call after 38 weeks (Gestational Age) and while on maternity 
leave.  However, the resident is expected to make up call before or after this time so as not to cause 
a disadvantage to other residents currently in the program.  The duration of maternity leave will be 
based on the written recommendation of the physician caring for the resident.  Current USAF policy 
allows for up to 12 weeks of maternal convalescent leave.  The resident may choose to have the 
entire 12 weeks of leave, but must realize that any time absent from the program beyond 30 days in 
any academic year will result in an extension of training.  The resident may, at the discretion of the 
Program Director, design a home study or reading “AWAY” elective that complies with the Family 
Medicine-Residency Review Committee’s requirements, and does not include continuity FMR clinic.  
This can be done around the EDD or after delivery to minimize the time needed away from the 
residency.  In this manner, residents will return to the residency after maternity leave without loss of 
training status.  A resident should not be away from their continuity clinics for more than 8 weeks 
maximum at one time unless there will be an extension of residency training. 

• Paternity Leave Policy:    Current Air Force policy allows for 10 days of permissive TDY to be granted 
to fathers after delivery of a baby. This PTDY is not guaranteed and can be given or withheld at the 
discretion of the Squadron Commander. If a resident is granted Paternity Leave, the resident is 
expected to make up call before or after this time so as not to cause a disadvantage to other 
residents currently in the program.  The resident may choose to have the entire 10 days of PTDY, but 
must realize that any time beyond 30 days in any academic year is not permitted. 

• Emergency Leave:  The Air Force allows for Emergency Leave to be taken for unforeseen events 
involving first-degree relatives.  For instance, the death of parents or siblings but not for grand-
parents.  This leave is not chargeable to the Air Force, but does count towards the 30 days away from 
the program requirement.  Please see the Program Director with any questions regarding this leave 
allowance.   
 

I. SCHEDULING LEAVE / TDY: 

http://www.e-publishing.af.mil/shared/media/epubs/AFI41-117.pdf
http://www.e-publishing.af.mil/shared/media/epubs/AFI41-117.pdf
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• The residency leave / TDY request form must be completed prior to the clinic schedule and at least 3 
months prior to the planned month of TDY, weekend course or leave.  The form must be completed 
and signatures obtained in order on the form. The Program Director (or delegated Team Chief) 
ultimately approves the leave request in the AF LeaveWeb site 
(https://leave.nellis.af.mil/leaveweb/LeaveWeb.aspx), only after receiving a completed leave checklist.  

• TDY / CME approval forms must be submitted with justification comments.  A copy of conference 
information must be made available to the reviewing officer as soon as possible, in order for approval 
of funds.    

• If dates for leave change or if the leave is canceled, this must be made known to the Residency 
Coordinator, Chief Resident, Rotation Supervisor, and Clinic Schedulers as soon as possible.  
Changes must also be updated in the LeaveWeb system. 

• Upon departure on your leave/TDY, you must ensure the following have been accomplished: 
o Appropriate paperwork (leave request, LeaveWeb, TDY forms) and AF training duties current 
o Medical duties (TCONS, new results, MEBs, PHAs, patient encounters) completed 
o Identification of a surrogate for T-CON’s, new results, and OB coverage 
o Turned on the “out of office” reply on your Outlook email account  
o Place a completed “Out of Office” form on your computer and mailbox 

• Any disputes regarding proposed leave / TDY should be handled initially between the parties 
affected.  If no solution can be reached, the Chief Resident will mediate the conflict.  Further disputes 
will be brought to the attention of the Program Director for a final decision. 

• Schedule Changes:  Required clinic schedule changes are to be brought to the attention of the Chief 
Resident and Coordinator as soon as possible.  These may include changes in TDY, leave, 
competing clinic duties, or inability to perform required training.   

 
 
J. HOLIDAYS: 

• The Air Force honors all federal holidays.  Residents not on-call and on outpatient rotations are not 
required to report to work.  Residents on inpatient services on holidays will coordinate with staff and 
the other residents on that service to provide continuity of care to hospitalized patients to include 
rounding and completion of daily notes. 

 
K. MOONLIGHTING: 

• Air Force policy prohibits moonlighting by physicians in training. 
 
L.  DUE PROCESS:   

• Specifics regarding due process are available in AFI-41-117, Chapter 3 and determined by AF policy. 
 
• The initial step is identification of a deficiency or problem.  The resident receives verbal +/- written 

feedback or evaluation delineating the problem. 

• If a rotation will require remediation, a written plan coordinated by the Team Chief between the 
Program Director and service liaison is presented to the resident for signature and placed in the 
resident’s folio. 

https://leave.nellis.af.mil/leaveweb/LeaveWeb.aspx
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• A letter of academic notice may be used for serious deficiencies (knowledge, behavioral, professional 
or ethical).  It will state the deficiency, actions required to correct the deficiency, remedial plan with 
responsibilities of staff outlined to assist resident, means of measuring progress, timeline, and 
supervisory oversight.  This is to be signed by the Program Director and all parties involved.  When 
the performance improves, removal of academic notice status is provided to the resident. The 
involved parties will sign acknowledging that academic notice has ended and the paperwork is placed 
in the resident’s training folder. 

• Formal probation is a more serious notification and if not remedied may result in delay of training 
graduation or termination from the program for which residents may file a grievance per AFI 41-117. 
Written deficiencies and plans are adhered to as noted above. Any resident on probationary status 
will be reported to HQ AFPC/DPAME and the state licensing board.  

• If conditions which warranted probation are not corrected by the resident, termination may be 
recommended by the faculty. If so, the Director of Medical Education (DME) presents the termination 
recommendation to the MDG Commander (CC) for concurrence. After the CC approves the 
recommendation, the resident has 10 days to request a faculty board to rebut the recommendations. 
After a rebuttal board (if requested), the faculty board members forward their conclusions to the CC 
for reconsideration. If the CC still approves of termination, AFPC is contacted for final approval 
authority. 

• The DME is notified of residents who receive any probation or academic notice as reported to the 
Residency Education Oversight Group (REOG) committee. The REOG ultimately reports to the GME 
Committee (GMEC) which oversees all training programs at Nellis AFB.  

 
 
M.   IMPAIRED RESIDENTS:   
 

• Our department is very sensitive to the demands of residency training and to the fact that not all 
residents are prepared for the rigors of this undertaking.  Residents who are having difficulty 
performing their residency tasks because of professional or personal problems are strongly 
encouraged to discuss these issues with their Team Chief, without fear of negative consequences.  A 
clinical social worker who is assigned full-time to the Family Medicine department will confidentially 
aid the professional staff or assist with finding care off-base.  Providers impaired due to alcohol or 
pharmaceutical agents will be restricted immediately.  Other situations will be assessed based upon 
the safety of patients and providers.  

• Residents should immediately report, without fear of negative consequences, any impaired 
supervisors or fellow residents to their Team Chief or the Program Director.  

 
N. FITNESS 
 

• Physical fitness is MANDATORY!. The USAF requires that all members complete physical fitness 
testing annually (twice a year if fitness score is < 90). If you are not scheduled to do your PT test by 
July 15 of intern year, talk to your Team Chief. The test consists of a 1.5 mile timed run, 1 minute of 
timed push-ups, 1 minute of timed sit-ups, and waist measurement. A composite score is calculated 
(see the Fitness Management System in the Air Force Portal). You must score at least 75 to pass. 
Failure to pass the overall score or minimum in each individual test will result in mandatory fitness 
training, disciplinary action by the CC, possible placement on Academic Probation for lack of 
professionalism, and even discharge from the Air Force. The Air Force takes fitness seriously!!!!!!! 
 

 
VI.  HOSPITAL MISCELLANEOUS 
 
A. MEDICAL RECORD REVIEW: 
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• In an attempt to standardize documentation of supervision of the residents, the following guidelines 
for supervision of the residents are in place. 

• An admission resident note is required for all patients admitted to the hospital team.  Patients 
admitted before midnight, whose admit note does not go in to Essentris until after midnight, need a 
daily note written for that same day.  For example: Patient admitted 2350 on July 2.  Admit note 
placed and signed in Essentris at 0400 on July 3.  Patient needs a daily note for July 3.  The staff-
attending physician must make an admission entry in Essentris within 24 hours of admission.  If the 
patient is in the ICU, this should occur within 1 hour. 

• Residency policy requires History and Physicals to be completed in Essentris. 

• The method of documenting staff attendant’s awareness of the resident’s treatment of a patient is as 
follows:  the staff attending may acknowledge his/her supervision by signing under the resident’s 
progress notes at least once a day, stating “I have seen and evaluated the patient. I have discussed 
the management plan with the team and agree as outlined above.” 

• It is ultimately the attendant’s responsibility to insure that the SF 522, Request for Administration of 
Anesthesia and for Performance of Operations and Other Procedures, is appropriately completed.  
Per AD/JA recommendation, a countersignature by the attending physician is not required when the 
staff physician played no active role in the preoperative counseling of patient. 

• When a Family Medicine resident performs a procedure under the supervision of a staff physician, 
he/she documents adequate staff supervision by specifying the supervising physician’s name in 
his/her procedure note. 

• In order to document the attending physician’s knowledge of the condition of the patient and of the 
care given to the patient, he/she is responsible for writing a progress note daily for a stable, long-term 
patient and more often as dictated by the condition of the patient. 

• Documentation of chart review on outpatients seen by Family Medicine residents is the responsibility 
of the chief of each department.   

• Residents are not responsible for a narrative summary report on patients for whom they have not 
significantly participated in care. 

• Residents will not independently perform consultations.  It is perfectly acceptable for residents to 
participate with the attending physician in the evaluation of patients of consultations.  The 
Consultation report may be completed by the residents; however, it must include comments by the 
attending physician and his/her signature. 

• All entries in the medical record must be dated, timed and signed.  Progress notes and orders must 
also include the date, time, and signature on the entry. 

 
 

B. STAFF ATTENDING SIGNATURES:   
 
 

• Staff attending signatures (written or electronic) are required on all H&Ps, dictated narrative 
summaries, cross cover notes, handwritten discharge summaries, and operative/procedure reports.  

 
C. INPATIENT RECORDS:   
 
 

• Once each week, residents are to ensure inpatient records are completed. Prior to discharge, all 
patient’s records are to be reviewed for an appropriate History and Physical, unsigned 
telephone/verbal orders, and completion of the discharge note. 
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D. DEATH CERTIFICATES:   
 
 

• Death certificates are filled out at the time of the event.  Any questions regarding death certificates or 
deaths after hours should be referred to the hospital Admission/Disposition clerk, who is available 
24/7. MOFMCI 44-25 reviews organ donations.  The ER is the POC for assistance in completing a 
death certificate.  They have one of the only computers in the hospital that can run the ‘death cert’ 
program. 

 
E. PATIENT SAFETY/QUALITY IMPROVEMENT:   
 

• Patient Safety and institutional Quality Improvement are key components of the AFMS Trusted Care 
initiative.  Residents will receive annual TeamSTEPPS training that emphasizes clear, respectful 
communication between all team members, situation awareness and techniques vital to patient 
safety. 

• The Patient Safety/Quality Improvement Program is vigorously pursued in the Air Force and at the 
99th Medical Group.  One way for you, as a provider, to provide input into the Quality Improvement 
Program is by clicking on the Patient Safety Event Reporting icon on every desktop.  Complete the 
requested information.  This is an important way residents participate in Patient Safety activities 
within our institution.  These reports should be filled out as soon as possible after the incident so that 
details of the incident are recorded accurately.  Alternatively, please fill out a PRONTO PSR card. 

• Reports of patient safety events will be provided to the resident on a XX basis and discussed 
monthly/quarterly during didactics emphasizing methods to improve patient safety within the 
institution. 

• Residents have access to their individual as well as team quality metrics via CarePoint.  Patient care 
teams are expected to choose at least one metric per academic year to perform a quality 
improvement initiative, led by the PGY3.  The Disease Manager for FMR can assist with additional 
data management if needed. 

• Patient safety and Quality Improvement initiatives will also be developed from our monthly Peds/OB 
M&M where specific cases will be discussed that will highlight potential interventions applicable to the 
entire institution in which residents will be involved. 

• Senior residents on inpatient must fill out a formal M&M form (as directed by the medical director) for 
qualifying patients which will be routed to the medical director and the SGH.  This is a mandatory part 
of the rotation 

 
 
F. DNR ORDERS:   

 
• Occasionally patients will require “Do Not Resuscitate” or "DNR" orders.  A staff physician must write 

a note in the patient’s progress notes stating that resuscitative possibilities have been discussed with 
the patient and his/her family. A staff physician must write all “DO NOT RESUSCITATE” orders, 
however, a resident may write a valid holding order to cover the DNR need until the staff can arrive to 
sign formally.  After normal duty hours and on weekends, the Emergency Department staff physician 
may perform this function, but ideally the service’s attending physician should perform it at the time of 
admission.  DNR orders should be renewed after 72 hours. Further guidelines are outlined in 
MOFMCI 44-1, Chapter 4.   

 
 

G. PHONE / VERBAL ORDERS:   
 

• Phone orders may be given when necessary but are discouraged as a routine format for managing 
patient care.  They must be signed within 24 hours in Essentris. 
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H. CONSULTATIONS:   
 

• Routine consultations with other specialists can be requested via AHLTA or Essentris (if an inpatient). 
ASAP or Stat consults require verbal contact with the referral physician.  The only exceptions are that 
AD patients/families may directly call MilitaryOneSource.com for Mental Health concerns ((800) 342-
9647) or the Military & Family Life Consultant ((702) 715-9128); any patient may make an optometry 
appt directly with a TRICARE network provider.   

 
 

I. REPORTABLE DISEASES:   
 

• There is a list of disease processes that residents may come in contact with during residency which 
are considered a threat to the community.  Because of the level of contagiousness or severity of 
illness that these diseases produce, they must be reported via an AHTLA consult to "public”.  Military 
Public Health is the office responsible for the collection and reporting of this information.  

 
J. MEDICAL STATEMENTS:   
 

• Patients frequently ask for written medical statements when an illness affects their job performance. 
Residents may compose these statements. More often, active duty troops will have their medical 
status defined on an AF 469 Profile, which is processed using the ASIMS tracking program. Non 
active duty patients can also have a work/school excuse slip completed in the exam room 
documenting their status.  

 
K. CALL ROOMS:   
 

• Call rooms are located on the 2nd floor and will be shown during initial orientation. Lab coat laundry 
service is available in the basement. 

 
 
L. INFORMATION SYSTEMS:   

• Computer Tablets- If issued, tablet computers must be returned upon graduation and maintained 
within the facility at all times during their use. Dragon Naturally Speaking may be used for voice 
recognition to complete notes. 

 
 

M. DICTATION:   
 

• Dictation instructions are provided to every healthcare provider by the medical records 
department. All clinic notes will be completed in AHLTA unless there are extenuating circumstances.  
Notes such as medical evaluation boards (MEBs) may be dictated using the approved format. 
 

 
N. DINING FACILITIES:   
 

• The hospital maintains a dining hall serving meals daily. They provide a boxed dinner service if 
ordered ahead of time.  Meals brought from home or take-out delivery are also common practice.  A 
24-hour vendor operated snack bar and numerous facilities on base are available after hours.  

 
Hours of Operation 
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Breakfast:  0700-0730, Monday - Friday 
Lunch:  1100-1230, Monday - Friday 

 
 
O. DRUG REPRESENTATIVES:   
 

• Interactions with drug representatives should be nearly nonexistent. Care must be taken to be both 
respectful, yet professionally critical with respect to their information. Their agenda will often not 
coincide with the best interests of the Air Force.  Air Force instructions also dictate strict guidelines on 
gifts that may be received, typically less than $25 equivalent per year--this includes meals. 
Remember, an off-base “dinner” costs more than $25.  Please do not break the rules. The Family 
Medicine Residency is a Pharma-Free zone. No drug reps are permitted in the area. 
 

P. LIBRARY: 
• Electronic media is the recommended source for medical information. Access to OVID, MD consult, 

UpToDate and several full texts are available thru the AF Virtual Library Knowledge Exchange (KX), 
which does not require a password if accessing from a military computer on base. Don’t forget that 
Lexi drug database is free for download on your smart phone via the KX 
(https://kx2.afms.mil/kj/kx8/VirtualLibrary/Pages/home.aspx).  You also may register for an UpToDate 
account on the military computer that will then allow access on your home computer.  With this 
account, you can earn CME credits useful after you graduate. 

 
Q. PERSONAL HEALTH:   
 

• Residents who are not on PRP/flying status will be asked to identify a physician in the Family 
Medicine Clinic who will act as your personal physician (PCM). This will usually be accomplished 
during the orientation month.  This physician should not be another resident physician, your 
Team Chief, or the Program Director.  In addition, all Air Force members require an annual periodic 
physical exam or a preventative health interview.  Residents will be notified by a computer printout or 
e-mail message when this is due. Immunizations may also be required.  

• Health care for you and your immediate family is provided by the USAF 24/7 through their PCM office 
and Emergency Department, without any annual copay.  Time away from clinical duties for 
medical/mental health appointments is certainly allowed.  Residents should coordinate with the Chief 
Resident scheduler and their Team Chief to ensure coverage of the resident’s responsibilities and 
patient care. 

• Fatigue mitigation is an essential part of residency, not only for clinical performance, but also for 
patient safety.  Residents are trained annually on signs of excessive fatigue, sleep deprivation and 
mitigation strategies.  Call rooms are provided for those residents on night float, too fatigued to drive 
or providing care to their OB continuity patients.  Base transportation options are available for those 
residents needing transportation home due to excessive fatigue. 

• Mental health care is available to all residents for their own needs 24/7 via the facility’s Mental Health 
provider and the Emergency Department. In addition, free self-screening tools are available at 
http://www.mentalhealthamerica.net/mental-health-screening-tools.  Residents are encouraged to use 
these tools anytime they are concerned about their mental health, substance abuse or burnout; and 
to seek mental health care immediately.  Schedule adjustments/coverage will be made to 
accommodate these appointments.     

R.  UNIFORMED SERVICES ACADEMY OF FAMILY PHYSICIANS (USAFP):   

• http://www.usafp.org/ This is our chapter of the American Academy of Family Physicians (AAFP) and 
we highly encourage all residents to become members of the USAFP.  Per AAFP bylaws, 
membership in state chapters other than USAFP is not allowed.  As an inducement, the USAFP will 
pay the dues of all PGY-1 residents.  Afterwards, the responsibility belongs to the individual 

https://kx2.afms.mil/kj/kx8/VirtualLibrary/Pages/home.aspx)
http://www.mentalhealthamerica.net/mental-health-screening-tools
http://www.usafp.org/
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physician.  Dues are currently $30 per year and include the monthly newsletter and monthly journal, 
“The American Family Physician.”  The final choice of membership is up to each individual and no 
educational or institutional prejudice will be tolerated. Resident applications are available at: 
www.aafp.org/residentapp or 
http://www.aafp.org/online/etc/medialib/aafp_org/documents/membership/apps/residentapp.Par.0001.
File.tmp/Resident-08.pdf.  

S. SOCIAL MEDIA POLICY 
 

• We acknowledge the many positive attributes of internet social networking (Facebook, LinkedIn, 
Twitter, etc).  These networks can allow us to maintain and strengthen relationships and can also be 
an excellent source of interpersonal support.  Additionally, social networking offers a myriad of 
opportunities to network, share professional ideas, and learn about important medical news. 

 
• Our residency program has some specific expectations regarding the use of these sites and 

networks: 
 

• Residents and faculty are strongly discouraged from connecting to (“friending,” “following,” etc.) 
patients on personal social networking sites such as Facebook and Twitter. Use discretion when 
allowing patients to follow you on sites with professional networking potential such as Twitter and 
LinkedIn. 

o Medical information and advice must not be transmitted via these sites. 
o Online social networks provide no patient privacy protection; you may violate national Health 

Insurance Portability and Accountability Act (HIPAA) statutes by using them to communicate 
with your patient regarding health issues. 

o If a patient does attempt contact via one of these sites, providers should not give advice or 
solicit further information.  Instead, direct him/her to the careline or MiCare. 

 
• Accordingly, residents and faculty are strongly encouraged to set strong privacy controls on these 

sites (for example, allowing only “Friends of Friends” to find you in Facebook’s search engine) and 
monitor their followers regularly. 

o Facebook, in particular, is notorious for frequent updates of privacy settings – after which, 
your settings may be lost.  Providers must be vigilant to maintain their privacy controls. 

o Facebook offers the option of creating a web address that links directly to your profile.  This 
option is an easy way to share your profile with others without having to leave privacy settings 
at a weak level. 

o Residents and faculty should not assume that their online activity is protected from monitoring 
just because they choose not to “friend” or “be followed by” Nellis faculty and/or 
administration. The Air Force has long fingers…  

o Residents and faculty using Twitter should frequently monitor their followers.  Your content 
should be acceptable for patients to read regardless if any are following you.  Should you 
identify that a patient is following you, though, you may decide to block that individual.  Direct 
messages or tweets soliciting medical advice must be referred back to the health center.  

o Similarly, LinkedIn connections are reasonably acceptable, but direct messages soliciting 
medical advice must again be referred back to the health center. 

 
• Residents and faculty should place a disclaimer on any public site they participate on that discusses 

medical issues (Twitter, blogs, etc.) stating that the author’s content solely reflects the author’s 
opinions and is not necessarily representative of the residency program, hospital, or Air Force’s 
opinions and views. 

 
• Residents and faculty will not post any details or information that could identify a patient or family 

member they have cared for. 

http://www.aafp.org/residentapp
http://www.aafp.org/online/etc/medialib/aafp_org/documents/membership/apps/residentapp.Par.0001.File.tmp/Resident-08.pdf
http://www.aafp.org/online/etc/medialib/aafp_org/documents/membership/apps/residentapp.Par.0001.File.tmp/Resident-08.pdf
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• Residents and faculty will not post negative or defamatory statements about the residency program, 

hospital, hospital employees, or the AFMS.   
o These comments – which, once posted, can be read by medical students, other hospital 

employees, and Air Force leadership – are not appropriate for mass distribution.  They may 
cause difficulties with recruitment, student education, and hospital interactions.   

o Our program does welcome your grievances and complaints; these issues, however, are to be 
channeled within internal, previously defined outlets (if you are unfamiliar with these outlets, 
please discuss with a chief resident).    

o Certainly you are welcome to post comments about general happenings (e.g., “Great variety 
of patients today”) and/or your emotional/physical state (e.g., “I’m tired after 2 weeks of night 
float”).   

 
• Residents and faculty will not post pictures of their work colleagues or their worksites without first 

obtaining appropriate permissions.  Social activities with work colleagues away from work are 
permissible, but you should use good judgment regarding the content of these submissions 

 
• Violation of these guidelines or of any Air Force or DoD guidelines will be met with swift disciplinary 

action.  Even one violation may be grounds for dismissal from the program, prosecution under the 
UCMJ or other such punishment as our Commander sees fit. 

 
 

• Comments and feedback regarding this policy are welcome; please feel free to contact your chief 
residents and program faculty leadership if you desire further discussion or clarification.   
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Attachment 1 

 
TALKING PAPER FOR ON-LINE EVALUATIONS FOR NELLIS RESIDENTS 
 
   The on-line evaluation system we use is straight forward.  When you are assigned an evaluation for a 
resident/staff you worked with, you will get an e-mail notification.  This is usually done in advance, so you 
may see assignments before you compete the training period.  Seven days before the rotation is over, you 
will get e-mail reminders to complete the evaluation.  The evaluations are point-and-click using a Likert scale.  
The nuts-and-bolts of filling out and submitting the evaluation should be self-explanatory.  At the end there 
are free-text comment boxes and we all greatly appreciate specific formative statements about their 
performance, especially on areas they should work to improve.   
 
   We expect interns to receive a few 1s, some 2s and some 3s for their rotations.  We look at the Likert scale 
as a progression throughout residency, where a 4 or 5 means they are ready to practice as an attending 
physician without supervision.    
 
   Finally, a word about procedure evaluation by attendings.  The residents submit procedures and staff will 
receive a notification that the resident submitted a procedure for review by e-mail.  Staffs are not signing 
them off to practice this independently simply by reviewing, just acknowledging that they participated in the 
procedure enough to receive credit.  They submit for independent performance status through a separate 
process, although staff are encouraged to put in a comment making that recommendation if warranted. 
 
If you have any questions or have any problems, please contact us either by e-mail or calling at 
702.653.2775. 
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Attachment 2- Rotation Schedule Outline 
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Attachment 3 

Inpatient Medicine Responsibilities 
 

1. Inpatient Rotations 
 
Welcome to the inpatient medicine rotation!!  Each block will be 4 weeks of intense learning for your primary 
care hospitalized patients.  The following is a list of guidelines and responsibilities, depending on your level of 
training.  This list is in no way comprehensive, but it is a good starting place for you to learn the roles and 
responsibilities of a hospital provider.  The FHC and Family Med Staff are excited to work with you while 
caring for some of our sickest patients, and we will be available to you to answer any questions or guide patient 
care when needed. 
 
Intern Responsibilities:  1) REPORT DATA  2) INTEGRATE DATA INTO DDX  3) MANAGE 
CONDITION 
 

1. The intern is responsible for a complete history and physical to be written on every admitted patient.  
This includes a comprehensive assessment and plan which should address differential diagnoses for the 
acute issue, thorough treatment plan, and chronic illnesses.  

2. The intern will write each daily SOAP note which should include reason for admission, 24 hour events, 
new test results, status of admitting diagnoses and treatment plans. 

3. The intern, as the data master, should create a flow sheet of labs and ancillary studies for quick 
reference on each appropriate, more complex patient (your senior can help decide which patients would 
be considered appropriate). 

4. Pre-rounding to formulate comprehensive plans for your patients is expected.  Ask questions of your 
senior, and be sure you understand the reasons behind the decisions that are made on your patients. 
Strive to act as if your senior is only a consultant and you are running the case, especially as the year 
progresses. 

5. As an intern, the bulk of your learning comes from your colleagues and seniors.  It is strongly 
encouraged that you follow your senior as often as possible early on to see how they conduct patient 
interviews, consultant requests and attending interactions. 

6. The intern is responsible for all discharges.  Each patient should have a time and date for their hospital 
follow up appointment prior to leaving, unless an alternative is approved by staff. Plan for discharge 
when you admit, i.e. anticipate difficult placement patients and work with discharge planner early. It 
greatly helps if you define your admission endpoint (when the patient will be ready to leave) in your 
admission H+P (ex.  last number in A/P can be “Disposition”). 

7. The intern must provide the patient’s PCM with a discharge summary.  This can be done by copying the 
discharge paperwork (if civilian PCM) or by ensuring the discharge summary is created in AHLTA. 
Most PCMs in FHC do not access Essentris. 

8. The intern, along with their senior, must follow up on all tests ordered before leaving that day.  If a test 
is not completed prior to leaving, night coverage should be made fully aware of the test and the 
implications that a result may have on the overnight plan. 

 
Resident Responsibilities:  EDUCATOR and TEAM LEADER 
1. As a senior resident, you are responsible for the inter-workings of the team.  Your attending should 

serve as an overseer and consultant, but it is your responsibility to assure that the day-to-day team 
interactions go smoothly and efficiently.  If the intern does not have a plan for patient care, you should.  
If the intern does not have the lab results for the morning, you should.  If the intern is unavailable to 
present a patient, it is expected that the resident knows the patient well enough to complete a full 
presentation at rounds.  When the intern is unsure about why something was done, the team will look to 
the resident for clarification.  This is a big responsibility, as this expects that the resident is able to 
efficiently do the intern’s job plus their new job duties.  If as the senior you become overwhelmed, you 
are expected to discuss this with your attending immediately.  Patient safety is always first. 
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2. The senior is expected to be the first team member to evaluate any potential new admission and 
determine disposition.  Presentations via phone to the attending may be done by the intern with senior 
coaching or preview. The senior is also responsible for hospital admission orders.  These may be written 
by the intern if the senior is present for complete review.  The phone calls to the attending notifying of 
new admissions can become the responsibility of the intern as the year progresses, but the senior should 
always oversee this process. 

3. ALL CRITICAL labs or patient issues should be documented in the pt record.  
4. The senior is responsible for notifying the attending of any significant change in patient status. 
5. All hospitalized patients on the Adult team that require consultations with sub-specialists should be 

discussed in person by the senior with the consultant in question after approval from the staff attending.  
6. The senior is responsible for full supervision of the intern.  This includes but is not limited to pre-

rounding with them, reading their daily SOAP notes, preparing them for AM report or rounds, assuring 
their duties are completed in a timely fashion (such as writing orders).   One-on-one teaching can occur 
while evaluating new admissions with the intern as well. 

7. Any hospitalized patient on another team who requests consultation should be evaluated promptly and 
discussed with the attending.  The consultation note and daily follow-up notes are to be completed by 
the senior.  It is important to determine our role as consultants (order writing or not), and this may differ 
with each patient on whom we are consulted.   

8. An ICU summary/addendum of the day’s events/discussions should be written (though this does not 
have to be in SOAP note form) before departure each evening. 

9. The senior should check with the staff attending at the end of the day to review the day’s occurrences 
and clarify any questions that may be predicted for the night float team.  Be sure that results of tests 
ordered that AM are researched and available. 

10. SBAR format should be used for handoffs – SITUATION, BACKGROUND, ASSESSMENT, RECS. 
 
R:  REPORTER (MS 1 and 2) 
I:   INTEGRATOR (MS 3 and 4) 
M: MANAGER (Intern) 
E:  EDUCATOR (Senior Resident) 
 
[RIME mnemonic was created by Col (ret) Lou Pangaro, Army Internist and USUHS professor. It is used 
by USUHS currently for teaching medical students.]  
 
 
 
TRIGGER PROTOCOLS REQUIRING RESIDENTS TO CALL SUPERVISORS within 1 hr 
 

• Patient Death or Suicide attempt 
• Unexpected transfer or elevation to care (Ward to ICU) 
• Unplanned intubation, cardiac resuscitation, pressor use or invasive procedure 
• Significant neurological decline 
• New consults from other services 
• Evaluation for admission in Emergency Dept 
• Signing out against medical advice (AMA) 
• Initiation of restraints 
• Patient or Family Request 
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NIGHTFLOAT  EXPECTATIONS 
 
The primary objectives for interns are to learn to critically evaluate and document thought process 
while caring for patients.  Primary objective for seniors is to critically evaluate and care for patients 
AND practice being a staff.  .   
 
The night float resident will write EITHER a resident admit note OR full H&P for every patient. Either 
note should be placed in the Essentris H&P template note. If a senior resident is unable to complete 
notes due to quantity of admission overnight, they may be completed by the day team with appropriate 
hand off to ensure patient safety.  
 
Resident admit notes (RAN) should contain:  

• concise HPI  
• key past medical history 
• highly pertinent physical exam findings, labs and rads  
• FULL and complete A/P section with a clearly documented thought process and plan 

o This is the MOST impt part of the note  
 
Remember that time should be balanced between medical ward, labor and delivery and ICU. Given 
that deliveries are a key ACGME requirement, do not miss a delivery on your shift. IF necessary, call 
in your staff to care for a crashing medicine patient while you get a delivery. 

If an intern is on nightfloat with a Senior Resident, the senior resident must see all admits, and they 
should be present when the intern presents the patient to the attending over the phone when possible. 
This is not an opportunity for the senior resident to sleep in the call room.  This is your rotation and it 
should be used for learning.  

NOTE STRUCTURE – SYNCHRONICITY 

 

July/August 2011 Table of Contents 

Structure and Synchronicity for Better Charting 

Two key characteristics will help you to ensure that your notes communicate not only what you did, 
but also what you were thinking. 

Brian Crownover, MD, FAAFP 

Fam Pract Manag. 2011 Jul-Aug;18(4):15-17. 

How many times have you read a medical note that does not make the selection of the diagnosis or 
treatment clear? Have you ever read your own notes after receiving notice of a malpractice suit and 
winced at the inconsistencies? 

Poorly constructed medical notes are a widespread problem. I've seen it while reviewing the charts of 
medical students and residents to ensure that they met the standard of care and avoided malpractice 
risk. While most physicians document history and physical data with the required number of CPT 
elements, few clearly convey a line of reasoning that reveals their clinical thought process. A note that 



 33 

documents a detailed history and moderately complex decision making does not necessarily 
illuminate why certain decisions were reached or why a particular treatment was justified. 

I wanted to find out where in the educational process students learned key documentation concepts, 
so I did some research that included informally querying medical students from multiple medical 
schools who were rotating at our residency. None of them could describe learning a formal structure 
for completing assessments and plans, which is consistent with a study that found only 4 percent of 
standardized encounters were accurately charted by medical students.1 I also discovered that the 
2010 United States Medical Licensing Examination clinical skills exam guide states that students are 
expected to present a list of differential diagnoses in order of likelihood along with desired evaluations, 
but no requirements existed for discussing the clinical rationale.2 

As a result of these and other findings, I developed a formal framework, described in this article, to 
teach residents and students an appropriate way to construct their notes. The initial feedback has 
been highly positive. 

Documenting a confirmed diagnosis 

To begin, let's review what should be included when documenting a confirmed diagnosis. Generally, 
six elements are needed (see also “The structured note” summary). 

1. New or established diagnosis. The first element overtly communicates to coders whether the 
diagnosis is new or established, since this helps to determine code selection. 

2. Controlled or uncontrolled. The second element should communicate whether the status is 
controlled or uncontrolled, which also directly affects complexity and reimbursement. 

3. Treatment goal. The treatment goal should be clearly stated. How can one justify the decision 
to refill, increase or decrease a medication if the desired benefit is undefined? For example, 
simply refilling albuterol for asthma may actually hurt the patient if he or she needed a 
controller medication after reporting daily rescue medicine use. 

4. Evaluation or surveillance. Any evaluations or testing, whether for the intrinsic disorder or for 
comorbidities, must be included in the plan as the fourth element. For instance, ordering an 
A1C test is beneficial in monitoring diabetes, but the evaluation element also reminds 
physicians to screen for diabetic reti-nopathy or hyperlipidemia. 

5. Management. Documentation of treatment or management should always be listed, even if 
only to write, “Continue carvedilol 12.5 mg bid.” Using action verbs such as “resume” or 
“increase” helps communicate the treatment instructions. 

6. Disposition. The final element is disposition. This is likely to include instructions for the patient 
to return to the clinic after a certain period of time, criteria that should prompt him or her to call 
the office sooner than scheduled and any actions the patient should perform at home, such as 
keeping a food diary or blood pressure log. 

Following this structure, a note for a confirmed diagnosis might look like this: 

• Hypertension: Established, uncontrolled by home blood pressure (BP) log; systolic BP in 150s. 
Treatment goal: systolic BP in 130s. Complete chemistry pane/ipid/rinalysis in one week. 
Increase lisinopril now to 20 mg every morning, 60 tabs, five refills. Consult nurse education 
for dietary approaches to stop hypertension (DASH diet). Return to clinic in one month with BP 
log. 

http://www.aafp.org/fpm/2011/0700/p15.html?printable=fpm#fpm20110700p15-b1
http://www.aafp.org/fpm/2011/0700/p15.html?printable=fpm#fpm20110700p15-b2
http://www.aafp.org/fpm/2011/0700/p15.html?printable=fpm#fpm20110700p15-bt1
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• Asthma: Established, controlled. Treatment goal: albuterol needed less than three times 
weekly. Complete annual pulmonary function tests at next visit. Refill mometasone 220 mcg 
one puff daily. Continue albuterol two puffs four times daily as needed. Return to clinic in three 
months or sooner per asthma action plan. 

Documenting an unconfirmed diagnosis 

When documenting an unconfirmed or symptom-based diagnosis, two elements borrowed from the 
five-step “microskills” model can enhance the note and provide a glimpse into the physician's 
thoughts.3 It is critically important for the physician to commit to a diagnosis and explain why, among 
the various differential options, this suspected diagnosis is most applicable to this particular patient. 
Testing to confirm or rule in the working diagnosis should be listed along with empiric or symptomatic 
treatment. Less likely diagnoses should be listed next, along with why they are not as probable and 
how to rule them out. Finally, parameters for reviewing the evaluation and treatment response should 
be defined. See also “The structured note.” 

Following this structure, a note describing symptom-based diagnoses might read as follows: 

• Abdominal pain: Suspect biliary dyskinesia due to epigastric location, relation to fatty meals, 
body habitus and negative right-upper-quadrant ultrasound for gallstones. Confirm with 
cholescintigraphy (HIDA). Treatment: fatty food avoidance. Doubt pancreatitis given 
nondrinker and negative ultrasound, but rule out with amylase/lipase. Doubt gastroesophageal 
reflux disease (GERD) given proton-pump inhibitor use and contrast to usual GERD 
symptoms. Return to clinic after HIDA scan and consider surgery consult. 

• Rash: Suspect allergic photodermatitis given location in sun-exposed areas and onset after 
use of new sunscreen lotion. Confirm by stopping lotion. Treatment: PABA-free sunscreen. 
Doubt lupus given no prior history and absence of other complaints. Doubt prescription 
medications due to no admitted use. Return to clinic if symptoms persist after lotion change. 

THE STRUCTURED NOTE 

The table below shows the essential components of a detailed assessment and 

plan.  

Synchronicity 

Finally, synchronicity should be evident in every note both globally and locally, that is, both within and 
across the major sections. For example, the past medical history should match the medication list. If it 
doesn't, a reviewing physician may wonder what other aspects of care were sloppy or incomplete. 
Here's an abbreviated example of poor local synchronization: 

• Past medical history: hyperlipidemia, COPD. 

• Meds: tiotropium, lisinopril, levothyroxine. 

http://www.aafp.org/fpm/2011/0700/p15.html?printable=fpm#fpm20110700p15-b3
http://www.aafp.org/fpm/2011/0700/p15.html?printable=fpm#fpm20110700p15-bt1
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Synchronicity between the subjective/objective (S/O) and the assessment/plan (A/P) sections of the 
note is also important. For example, if the physician documents three abnormal items in the S/O 
section, but the A/P only lists two diagnoses, then a mismatch exists between abnormal data collected 
and assessments made. Not only might this pattern result in underpayment, but it also puts physicians 
in indefensible positions if a malpractice case ensues. Most important, it may contribute to patient 
harm. 

Here's an abbreviated example of poor global synchronization: 

• Subjective/objective abnormal data: Epigastric burning pain at bedtime, non-scarring hair loss 
three months postpartum, loss of urine with coughing and laughing. 

• Assessment: GERD, telogen effluvium. 

Summing it up 

Structure and synchronicity are part of disciplined note construction, which is critical to effective 
communication between physicians. Better documentation may also contribute to clearer medical 
decision making, which is needed for reimbursement and malpractice defense. Instruction in 
comprehensive note writing should be promoted in early predoctoral education and continued 
throughout postgraduate medical training. 
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Attachment 5 
 

NELLIS FAMILY MEDICINE RESIDENCY PROGRAM 
RECOMMENDED PROCEDURE LIST FOR SOLO PRIVILEGES 

 
Procedure Suggested Minimum 

Vasectomy 10 
Colposcopy 25 
Vaginal Delivery 30 
Vacuum Delivery 10 
Gomco Circumcision 5 
Plastibell Circumcision 5 
Flexible Sigmoidoscopy 20 
Colonoscopy 50 
Limited OB Ultrasound 10 + skills test 
First Trimester Ultrasound 5 + skills test 
LEEP 10 
Toenail Removal 3 
Endometrial Biopsy 5 
Shave Biopsy 5 
Punch Biopsy 5 
Excisional Biopsy 10 
Lipoma/EIC removal 10 
Joint injections/arthrocenteisis: 
knee 

5 

Battle Field Acupuncture 5 + Letter 
Joint injection/arthrocentesis: 
Shoulder 

5 

Joint injection/arthrocentesis: other 5 
Arterial Line 5 
Chest Tube 5 
Femoral Central Line 5 
Subclavian Central Line 5 
Jugular Central Line 5 
Paracentesis 5 
Thoracentesis 5 
IUD Placement Paragard 5 
IUD Placement Mirena 5 
Nexplanon 3 + course certificate 
Lumbar Puncture 5 
Laceration Repair 3 
Laceration multi layer repair 5 
ETT 25 

 
 
 
* Staff approval is defined as agreement by two credentialed providers that the resident is competent 
in a given procedure with Procedure Certification Form filled out and signed by Program Director.  
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Attachment 6 
 

DEPARTMENT OF THE AIR FORCE             10 Apr 2011 
99th Medical Group (ACC) 
Family Medicine Residency 
Nellis AFB, NV 89191 

JOB DESCRIPTION/PERFORMANCE STANDARDS 
 
1.  JOB TITLE: PGY-1 FAMILY MEDICINE RESIDENCY 
 
2.  RANK/AFSC:  Captain through Colonel 44F1 

3.  REFERENCES:  
     AFI 41-117, Medical Service Officer Education 

AFI 36-2402, Officer Evaluation System 
 AFI 44-102, Community Health Management 
 AFI 44-119, Clinical Performance Improvement 
  

4.  QUALIFICATIONS: 
 
4.1.  KNOWLEDGE:  
Follows Air Force and professional standards particularly those which govern residency training. 
Demonstrates working knowledge of Air Force, medical group, medical operations, and Joint 
Commission/AF Health Services Inspection (HSI) regulations and standards. Demonstrates expertise 
in interpersonal relationships, and the ability to communicate effectively, both orally and in writing.  
 
4.2.  EDUCATION:  Graduate of accredited U.S. medical school (either LCME or AOA). Will complete 
Step 3 of the USMLE or COMLEX.  
 
4.3.  EXPERIENCE: Membership in professional organizations such as American Academy of Family 
Physicians and Uniformed Services Academy of Family Physicians is encouraged.   
  
4.4.   BENEFITS: Resident learns the specialty of Family Medicine by active participation in patient 
care and educational activities.  Has direct influence on the direction and development of the 
residency program by his/her input at staff meetings and the residency review annual conference. 
 
4.5.  SELECTION: Program will not discriminate with regard to sex, race, age, religion, color, national 
origin, disability, or any other applicable legally protected status. All applicants will be prescreened by 
the USAF and only applicants accepted by the USAF for enrollment at the Uniformed Services 
University (USUHS) or enrollment at an accredited U.S medical school on a Health Professions 
Scholarship Program (HPSP) will be allowed program entry. 
 
5.  JOB SUMMARY 
 
5.1. COMMUNICATION: When giving feedback to medical students, specific language describing 
observable behaviors is preferred. When communicating up the chain, should work through the senior 
resident and chief resident first, then the team chief, and then the program director for assistance with 
any problems. 
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5.2 COMMITTEE WORK: Will attend weekly Balint meetings, monthly resident council, and monthly 
resident-staff meetings.  Participation in the annual residency review conference is required. 

5.3 EDUCATIONAL ACTIVITIES: Prepare small group case studies/didactic lectures and participate 
in medical readiness exercises. Participate in journal club, morning and noon teaching rounds, 
monthly theme day block teaching and morbidity & mortality rounds.  

5.4 PATIENT DUTIES: Manage panel of ?100 patients in both outpatient and inpatient settings. Will 
begin to longitudinally follow nursing home enrolled patients at local facility. Will perform procedures 
under the direct, specific supervision of an attending physician, unless noted to have independent 
privilege status in Residency Partner. Will always be under the general supervision of an attending, 
which may provide supervision in person or by telephone communication. 

5.5 LEADERSHIP: Modeling effective clinical teaching is required. Mentoring medical students in the 
principles of Family Medicine is expected, especially the concepts of the personal medical home, 
whole person care, humanizing the medical experience, natural command of uncertain complexity, 
generative impact on patients’ lives, use of information technology, quality improvement, collaborative 
team-based delivery of care, and evidence-based practice. PGY-1 resident will supervise medical 
students under the direct guidance and supervision of a Family Medicine Attending. 
 

SUPERVISION RECEIVED: 
 
Direct: Family Medicine Residency Team Chief & Program Director 
Indirect:  Senior/Chief Residents, Faculty, Director of Medical Education (DME) 

SUPERVISION EXERCISED: 
 

Direct:      None 
 Indirect:   Medical Students 
  
 
 
 
 
 
 
MATTHEW SNYDER, Lt Col, USAF, MC, FAAFP   
Program Director, Family Medicine Residency  
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DEPARTMENT OF THE AIR FORCE             10 Apr 2011 
99th Medical Group (ACC) 
Family Medicine Residency 
Nellis AFB, NV 89191 

JOB DESCRIPTION/PERFORMANCE STANDARDS 
 
1.  JOB TITLE: PGY-2 FAMILY MEDICINE RESIDENCY 
 
2.  RANK/AFSC:  Captain through Colonel 44F1 

3.  REFERENCES:  
     AFI 41-117, Medical Service Officer Education 

AFI 36-2402, Officer Evaluation System 
 AFI 44-102, Community Health Management 
 AFI 44-119, Clinical Performance Improvement 
  

4.  QUALIFICATIONS: 
 
4.1.  KNOWLEDGE:  
Demonstrates basic management and leadership principles in respect to team building. Follows Air 
Force and professional standards particularly those which govern residency training. Demonstrates 
working knowledge of Air Force, medical group, medical operations, and Joint Commission/AF Health 
Services Inspection (HSI) regulations and standards. Demonstrates expertise in interpersonal 
relationships, and the ability to communicate effectively, both orally and in writing.  
 
4.2.  EDUCATION:  Graduate of accredited U.S. medical school (either LCME or AOA) and 
completion of first year of family medicine specialty training.   
 
4.3.  EXPERIENCE: Current state licensure must be pursued and completed no later than 31 Dec of 
the PGY-2 year.  Membership in professional organizations such as American Academy of Family 
Physicians and Uniformed Services Academy of Family Physicians is encouraged.   
  
4.4.   BENEFITS: Resident learns the specialty of Family Medicine by active participation in patient 
care and educational activities.  Has direct influence on the direction and development of the 
residency program by his/her input at staff meetings and the residency review annual conference. 
 
4.5.  SELECTION: Program will not discriminate with regard to sex, race, age, religion, color, national 
origin, disability, or any other applicable legally protected status. All applicants will be prescreened by 
the USAF and only applicants accepted by the USAF for enrollment at the Uniformed Services 
University (USUHS) or enrollment at an accredited U.S medical school on a Health Professions 
Scholarship Program (HPSP) will be allowed program entry. 
 
5.  JOB SUMMARY 
 
5.1. COMMUNICATION: When giving feedback to PGY-1 residents and students, specific language 
describing observable behaviors is preferred. When communicating up the chain, should work through 
the chief resident first, then the team chief, and then the program director for assistance with any 
problems. 
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5.2 COMMITTEE WORK: Will attend weekly Balint meetings, monthly resident council, and monthly 
resident-staff meetings.  Participation in the annual residency review conference is required. 

5.3 EDUCATIONAL ACTIVITIES: Prepare small group case studies/didactic lectures and participate 
in medical readiness exercises. Participate in journal club, morning and noon teaching rounds, 
monthly theme day block teaching and morbidity & mortality rounds. Initiation of scholarly activity 
project is required. 

5.4 PATIENT DUTIES: Manage panel of 250 patients in both outpatient and inpatient settings. Will 
continue to longitudinally follow nursing home enrolled patients at local facility. Longitudinal 
emergency medicine and obstetric training will occur intermittently as weekend duty shifts. Will 
perform procedures under the direct, specific supervision of an attending physician, unless noted to 
have independent privilege status in Residency Partner. Will always be under the general supervision 
of an attending, which may provide supervision in person or by telephone communication. 

5.5 LEADERSHIP: Modeling effective clinical teaching is required. Mentoring medical students and 
PGY-1 residents in the principles of Family Medicine is expected, especially the concepts of the 
personal medical home, whole person care, humanizing the medical experience, natural command of 
uncertain complexity, generative impact on patients’ lives, use of information technology, quality 
improvement, collaborative team-based delivery of care, and evidence-based practice. PGY-2 
resident will supervise PGY-1  residents, under the direct guidance and supervision of a Family 
Medicine Attending. 
 

SUPERVISION RECEIVED: 
 
Direct: Family Medicine Residency Team Chief & Program Director 
Indirect:  Chief Resident, Other faculty, Director of Medical Education (DME) 

SUPERVISION EXERCISED: 
 

Direct:      None 
 Indirect:   PGY-1 Family Medicine Residents, Medical Students 
  
 
 
 
 
 
 
MATTHEW SNYDER, Lt Col, USAF, MC, FAAFP   
Program Director, Family Medicine Residency  
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DEPARTMENT OF THE AIR FORCE             10 Apr 2011 
99th Medical Group (ACC) 
Family Medicine Residency 
Nellis AFB, NV 89191 

JOB DESCRIPTION/PERFORMANCE STANDARDS 
 
1.  JOB TITLE: PGY-3 FAMILY MEDICINE RESIDENCY 
 
2.  RANK/AFSC:  Captain through Colonel 44F1 

3.  REFERENCES:  
     AFI 41-117, Medical Service Officer Education 

AFI 36-2402, Officer Evaluation System 
 AFI 44-102, Community Health Management 
 AFI 44-119, Clinical Performance Improvement 
  

4.  QUALIFICATIONS: 
 
4.1.  KNOWLEDGE:  
Demonstrates basic management and leadership principles in respect to team building. Follows Air 
Force and professional standards particularly those which govern residency training. Demonstrates 
working knowledge of Air Force, medical group, medical operations, and Joint Commission/AF Health 
Services Inspection (HSI) regulations and standards. Demonstrates expertise in interpersonal 
relationships, and the ability to communicate effectively, both orally and in writing.  
 
4.2.  EDUCATION:  Graduate of accredited U.S. medical school (either LCME or AOA) and 
completion of first two years of family medicine specialty training.  .   
 
4.3.  EXPERIENCE: Current state licensure is mandatory.  Membership in professional organizations 
such as American Academy of Family Physicians and Uniformed Services Academy of Family 
Physicians is encouraged.   
  
4.4.   BENEFITS: Resident learns the specialty of Family Medicine by active participation in patient 
care and educational activities.  Has direct influence on the direction and development of the 
residency program by his/her input at staff meetings and the residency review annual conference. 
 
4.5.  SELECTION: Program will not discriminate with regard to sex, race, age, religion, color, national 
origin, disability, or any other applicable legally protected status. All applicants will be prescreened by 
the USAF and only applicants accepted by the USAF for enrollment at the Uniformed Services 
University (USUHS) or enrollment at an accredited U.S medical school on a Health Professions 
Scholarship Program (HPSP) will be allowed program entry. 
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5.  JOB SUMMARY 

5.1. COMMUNICATION: When giving feedback to junior residents and students, specific language 
describing observable behaviors is preferred. When communicating up the chain, should work through 
the chief resident first, then the team chief, and then the program director for assistance with any 
problems. 

5.2 COMMITTEE WORK: Will attend weekly Balint meetings, monthly resident council, and monthly 
resident-staff meetings.  Will also attend committee meetings for which the resident’s team chief is 
required to attend; insight and perspective regarding the committee will be shared by the team chief 
with the resident. Participation in the annual residency review conference is required. 

5.3 EDUCATIONAL ACTIVITIES: Prepare small group case studies/didactic lectures and participate 
in medical readiness exercises. Participate in journal club, morning and noon teaching rounds, 
monthly theme day block teaching and morbidity & mortality rounds. Will complete ATLS at the 
Combat Casualty Care Course (C4) if not already done prior. Completion of scholarly activity is 
required. 

5.4 PATIENT DUTIES: Manage panel of 400 patients in both outpatient and inpatient settings. Will 
continue to longitudinally follow nursing home enrolled patients at local facility. Longitudinal 
emergency medicine and obstetric training will continue intermittently as weekend duty shifts. Will 
perform procedures under the direct, specific supervision of an attending physician, unless noted to 
have independent privilege status in Residency Partner. Will always be under the general supervision 
of an attending, which may provide supervision in person or by telephone communication. 

5.5 LEADERSHIP: Modeling effective clinical teaching is required. Mentoring medical students and 
junior residents in the principles of Family Medicine is expected, especially the concepts of the 
personal medical home, whole person care, humanizing the medical experience, natural command of 
uncertain complexity, generative impact on patients’ lives, use of information technology, quality 
improvement, collaborative team-based delivery of care, and evidence-based practice. PGY-3 
resident will supervise junior residents, under the direct guidance and supervision of a Family 
Medicine Attending. 
 

SUPERVISION RECEIVED: 
 
Direct: Family Medicine Residency Team Chief & Program Director 
Indirect:  Chief Resident, Other faculty, Director of Medical Education (DME) 

SUPERVISION EXERCISED: 
 

Direct:      None 
 Indirect:   PGY-1 and PGY-2 Family Medicine Residents, Medical Students 
  
 
 
 
 
 
MATTHEW SNYDER, Lt Col, USAF, MC, FAAFP   
Program Director, Family Medicine Residency  
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DEPARTMENT OF THE AIR FORCE           10 Apr 2011 
99th Medical Group (ACC) 
Family Medicine Residency 
Nellis AFB, NV 89191 

JOB DESCRIPTION/PERFORMANCE STANDARDS 
 
1.  JOB TITLE: CHIEF RESIDENT FAMILY MEDICINE RESIDENCY 
 
2.  RANK/AFSC:  Captain through Colonel 44F1 

3.  REFERENCES:  
     Arbelaez c. The Emergency Medicine Chief Resident Survival Guide. 2006. 

http://www.emra.org/uploadedFiles/EMRA/Bookstore/ChiefResident.pdf 
AFI 41-104, Professional Board and National Certification Examinations 

     AFI 41-117, Medical Service Officer Education 
AFI 36-2406, Officer and Enlisted Evaluation Systems 

 AFI 44-102, Medical Care Management  
 AFI 44-119, Medical Quality Operations 

MOFMCI 41-18, Procedures and Policies Governing Gain (Recruitment, Eligibility, Selection, 
Appointment) and Loss (Discipline, Remediation, Dismissal) of Family Medicine Residents  

MOFMCI 41-19, Medical Supervision of Residents 
UTHSC Chief Resident Articles. http://www.uthscsa.edu/gme/chiefres.asp 
Whitman N. The Chief Resident as Manager, 3rd edition. 2007. 

4.  QUALIFICATIONS: 
 
4.1.  KNOWLEDGE:  
Understanding of basic management and leadership principles in respect to residency team building. 
Follows Air Force and professional standards particularly those which govern residency training. 
Demonstrates working knowledge of Air Force, medical group, medical operations, and Joint 
Commission/AF Health Services Inspection (HSI) regulations and standards. Demonstrates expertise 
in interpersonal relationships, and the ability to communicate effectively, both orally and in writing. 
Applies management and leadership principles in the performance of clinical oversight of Family 
Medicine. 
 
4.2.  EDUCATION:  Graduate of accredited medical school and completion of PGY-1 year of family 
medicine specialty training.   
 
4.3.  EXPERIENCE: Current state licensure is mandatory no later than March of PGY-2 year.  
Membership in professional organizations such as American Academy of Family Physicians and 
Uniformed Services Academy of Family Physicians is encouraged.   
  
4.4.  OTHER: Chief Residents are chosen annually in an election to be held in the spring of the year 
preceding the term of office.  One to two upcoming senior residents are elected to serve as chief 
residents. Each Family Medicine core faculty and resident have one vote.  At the discretion of the 
program director, residents receiving the most votes will be offered the positions but may elect to 
decline if unable or unwilling to fulfill the responsibilities.  The Program Director maintains the ultimate 
authority for selecting the most capable residents for this critically important position. 
      
4.5.   BENEFITS: Has direct influence on the direction and development of the residency program by 
his/her input at RDW (residency development workshop) staff meetings and Residency Education 
Oversight Group (REOG). Has direct influence over the coordination and scheduling of resident call 

http://www.emra.org/uploadedFiles/EMRA/Bookstore/ChiefResident.pdf
http://www.uthscsa.edu/gme/chiefres.asp
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and clinic duties. Earns the opportunity to develop management skills, teaching skills, role modeling, 
and troubleshooting skills to positively and profoundly effect morale. Able to apply for the AAFP Chief 
Resident Leadership Development Conference in spring of PGY-2 year. 
[http://www.aafp.org/online/en/home/residents/conferences/chiefresident.html] An Air Force 
decoration may be awarded to Chief Residents for outstanding service. 

5.  JOB SUMMARY 

5.1. COMMUNICATION: A primary responsibility of the chief resident is to be a bridge between the 
residents and faculty physicians to communicate concerns and educational issues. Helping both 
groups to see the others’ perspective is a constant challenge. When giving feedback, specific 
language describing observable behaviors is preferred. The chief should strive to make rationale for 
change transparent to residents to promote group accord. The chief should plan on monthly meetings 
alone with the program director to allow for communicating more sensitive concerns and promote 
mentoring opportunities.  

5.2 COMMITTEE WORK: The chief will attend weekly Residency Development Workshop (RDW) 
meetings with the entire faculty. Also will attend the Residency Education Oversight Group (REOG), 
which reports to the GME Committee (GMEC) overseeing all training programs at the military 
treatment facility (MTF).  The chief will be involved in resident selection and orientation, and is a 
member of the formal interview team for prospective residents.  The chief will provide written 
assessment of candidates. Additionally, the chief runs monthly Resident Council meetings to make 
announcements, discuss issues, and gather resident opinion.  The chief will summarize current 
resident concerns at the subsequent monthly Resident/Staff meeting.  

5.3 ORGANIZATION: The chief resident will prepare/coordinate the resident yearly rotation schedule; 
will develop monthly resident call schedules; and coordinate monthly resident clinic schedules in 
conjunction with the faculty duty scheduler and departments outside of Family Medicine. The chief will 
coordinate monthly noon lecture schedules. Authority is given to the chief to create and modify the 
listed schedules. If residents are ill, late or absent from work, the chief has authority to juggle 
schedules to cover any gaps. The chief will relay to the program director any suspicions regarding 
serious illnesses, chronic late behavior or unexcused absences. The program director will review the 
initial yearly rotation schedule to ensure compliance with the latest Residency Review Committee 
(RRC) guidelines prior to publication. Additionally, the chief will delegate or assist with planning and 
coordinating of the annual residency review conference, research presentation day, the graduation 
banquet and ceremony, third year board review sessions, and the summer hail and farewell function.  

5.4 LEADERSHIP: Chief residents will function as the middle link in the chain of command between 
the residents and faculty, serving in a role similar to a unit First Sergeant. They will be an advocate for 
fellow residents, both as a group and individually, including assisting residents experiencing difficulties 
academically. As deemed appropriate, the chief resident has the authority to designate duties to other 
residents, however the chief will ultimately remain accountable for all taskings under his/her control. 
Conflict resolution by the chief will be needed often, taking both sides of an issue into account. The 
chief has the authority to resolve most conflicts without involving the program director, however any 
conflicts that involve a resident being at significant risk for failing a rotation, being a threat to others or 
self, or any issue that significantly concerns the chief should be communicated to the program 
director. Modeling effective clinical teaching and encouraging publications/scholarly activity is 
expected. The chief will enforce policies, procedures, and regulations of the Air Force, medical corps, 
medical group and residency. The chief resident is expected to exercise authority to counsel and 
correct deficient behaviors observed among the residents, however the program director will be 
notified for recurrent deficiencies and maintain formal disciplinary authority.  
 

SUPERVISION RECEIVED: 
 

http://www.aafp.org/online/en/home/residents/conferences/chiefresident.html
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Direct: Family Medicine Residency Team Chief & Program Director 
Indirect:  Other residency faculty, Director of Medical Education (DME) 

SUPERVISION EXERCISED: 
 

Direct:      None 
 Indirect:   First, Second and Third Year Family Medicine Residents 
  
 
 
 
 
 
 
MATTHEW SNYDER, Lt Col, USAF, MC, FAAFP   
Program Director, Family Medicine Residency  
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Attachment 7  
 

Scholarly Activity Requirement 
 
 
All residents are required to complete a scholarly activity project as a central component of their program. These projects 
help prepare each resident for a lifetime of self-education and they demonstrate their developing ability to critically 
evaluate medical research/literature.  They also reflect the resident’s awareness of the basic principles of study design, 
performance, analysis, and reporting, as well as the relevance of research to patient care.   
 
Residents have three primary options to select from for their scholarly activity project:  (Option 1) Completion of a 
scholarly project as part of a focused medical Area of Concentration (AOC), (Option 2) Primary research project or (Option 
3). Integrative Research consisting of a Family Physician Inquiry Network clinical inquiry (FPIN CI) and clinical case 
report.  Each resident selects their scholarly activity in consultation with their faculty team chief, the residency research 
director, and other participating resident/hospital staff.   
 
 
Option One – Area of Concentration (AOC)  
 
Residents can complete a scholarly activity project reflecting their learned knowledge in a specific family medicine-related 
topic (i.e. AOC).  AOC’s are focused areas of learning and research where the resident concentrates on one particular area 
of sub-specialty within Family Medicine (see sample AOC below).  They must be submitted in writing to the resident’s 
faculty team chief, approved by the program director, and they must include the following components:   
 
- Competency-based goals and objectives for additional training in the AOC  
- How the faculty will determine that the additional training competencies have been achieved 
- At least 2 months or 200 hours of training in the area of concentration, above and beyond the RRC requirements 
- A scholarly project completed in the AOC (see details below) 
- Documentation of attendance at a CME meeting in the AOC (CME must be approved by the program director or 

faculty team chief) 
- Journal club (critical appraisal) presentation of an article in the chosen area 
- Quality outcomes must be demonstrated and documented in the AOC with case logs (if relevant to the AOC), patient 

outcome data and faculty reviews of resident competency in the AOC 
 
AOC topics are selected in collaboration with the resident’s team chief.  They can be selected from a wide range of 
potential topics.  Some example AOC topics include tropical medicine, women’s health, wilderness medicine, pathology, 
and dermatology.  Residents can select other AOC topics not identified here.   
 
The scholarly activity completed by the resident as part of their AOC can be a FPIN/CI, or a clinical case report (see 
descriptions under Option Three below).  The resident may alternatively do a research presentation to an appropriate 
medical conference such as USAFP (Uniformed Services Academy of Family Physicians) annual conference. 
 
Option Two - Primary Research Project / Performance improvement project   
 
Residents can choose to actively participate in a primary research project.  Due to the time limitations of the residency 
program, residents who select this option are highly encouraged to collaborate with faculty members, or other hospital staff, 
on existing or new research studies. Their involvement in the project should, at a minimum, include IRB approval, 
observations of subjects, review/summary of available research literature, formulation of possible hypotheses, creation of 
the research design, data collection, statistical analysis, development of conclusions.  They also present their study findings 
to the residency and other professional medical forums as available.  
 
Option Three - Integrative Research (FPIN CI and Case report) 
 
This option allows the resident to conduct two integrative research tasks, a clinical case report and a FPIN/CI, in the same 
or in two distinct areas of practice. Clinical case reports are focused reviews of medically unique patients or conditions.  
Residents may select a case report from their clinical case load or from one of their rotations.  They are co-authored with a 
staff physician and are submitted for publication by a professional medical journal or for presentation to an appropriate 
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medical conference such as USAFP (Uniformed Services Academy of Family Physicians) annual conference.  Case reports 
are often published by the Journal of the American Board of Family Medicine (www.jabfm.org).  

FPIN/CI’s are published research answers to practical family medicine questions.  They provide the ideal answers to 
clinical questions: using a structured search, critical appraisal, authoritative recommendations, clinical perspective, and 
rigorous peer review, Clinical Inquiries deliver best evidence for point of care use.  FPIN/CI’s are published in Journal of 
Family Practice or American Family Physician. More information about FPIN/CI’s can be found at their website:  
http://www.fpin.org.  
 
 

Scholarly Activity Timelines 
 
 

ALL DUE DATES ARE CONSIDERED NON-NEGOTIABLE 
 

      
Month/Yr* Option 1: 

AOC (FPIN – option) 
Option 2: 

Primary Research 
Option 3: 

Integrative Research 
Nov PG 1 Research Workshop Research Workshop Research Workshop 
Feb  PG 1  Select AOC topic/CoAuthor Select topic/hypothesis ---------- 
June PG 1 Submit AOC Learning Plan  Submit Lit Search/IRB Select Case Report (CR)  
2b Rotation 
with research 
rotation 
longitudinal 
time - PG 2 

Start - Librarian Lit Search 
done  
End 2nd mo – draft FPIN CI  to 
CoAuthor 
End of 2b rotation – formal 
submit to FPIN website 
After 2b rotation – ongoing 
edits and publication 

 ---------- 

Nov PG 2 -----------  Complete CR Lit search 
Jan PG 2  ----------- Obtain IRB Approval  Select FPIN CI topic/CoAuthor 
Feb PG  2 - 
Jan PG 3  

----------- Ongoing data collection – 
recommend schedule 2b 
rotation 2nd half of PG2 yr 

---------- 

Mar PG 2   - Submit CR 1st draft  
- Librarian CI lit search done 

May PG 2   Submit CR revisions 
July PG 3  --------- - Submit CR to USAFP poster 

competition 
- Submit  FPIN/CI draft to 
CoAuthor  

Oct PG 3   --------- - Submit formally to FPIN website  
Dec PG 3  --------- -Ongoing CI revisions with FPIN 

Editor/Reviewer, then publication 
Feb PG 3   Complete data analysis 

(likely need elective during 
this time) 

 

Mar PG 3  Compose manuscript --------- 
Apr PG 3  Complete 2 electives and CME 

conference attendance; 
Validate AOC goal completed 

Submit manuscript to 
faculty adviser 

 

Jun PG 3  Scholarly presentation Scholarly presentation Scholarly presentation 
 
*Note: All dates are no later than dates; residents may complete tasks earlier than month/year listed   
 
 

http://www.jabfm.org/
http://www.fpin.org/
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SAMPLE AOC 

 
Area of Concentration in Women’s Health 

 
I. An area of concentration (AOC) has been developed for Nellis Air Force Base Family Medicine Residents to 

develop an extended knowledge base in Women’s Health.  Teaching and scholarly activities will be founded 
on evidence based medicine to prepare residents for improved care of the female patient.  

II. Women's health pertains to the physical, psychological and social well-being of women. This area of study 
will broaden the resident’s knowledge and will take into account  (1) the diversity and heterogeneity of 
women; (2) the variety of concerns that affect their well-being; and (3) a perspective that acknowledges the 
socio-political context which, in many ways, determines the health of women.  Focus will be placed on topics 
such as contraception and fertility, office gynecology, osteoporosis prevention, abnormal cervical cytology 
diagnosis and treatment, obstetrical care of the pregnant patient, cancer prevention, menopause, and breast 
disease.  

III. Goals of the women’s health concentration are to become competent at caring for low and high risk 
pregnancies. This includes prenatal care, labor & delivery management, postpartum care and contraceptive 
management. To become proficient at performing operative vaginal deliveries, focusing on Vacuum Assisted 
Vaginal Deliveries. This includes understanding indications for such intervention and proficiency at the 
required skill-set. To be an active educator in the residency program on women’s health topics. Demonstration 
of competency in procedural skills such as colposcopy, LEEP, and endometrial biopsy. 

IV. The resident will obtain at least 200 hours of training in the AOC through a combination of classroom 
education, continued medical education courses, clinical rotations at Nellis Air Force Base, Triservice medical 
centers such as Ft. Carson Army base, and civilian centers such as Sunrise Hospital. 

   
Specific Educational/Developmental Experiences:  

• 2 week rotation in obstetrics at Ft Carson, CO. 
• 2 week rotation in complicated outpatient obstetrics at Nellis AFB with Nellis Obstetric staff 
• 1 week Planned Parenthood Clinic focusing on contraceptive management, early pregnancy 

counseling options, surgical and medical therapies for unwanted pregnancies.  
• Attending a 5 day continuing medical education conference. annual Obstetric & Gynecology 

Annual Review course hosted by University of California, Irvine.  
• Manage/assist 80 vaginal deliveries.  
• Participation in teaching the Advanced Life Support in Obstetrics (ALSO) course with Nellis 

faculty.  
• Attending a 4 day continuing medical education comprehensive colposcopy course sponsored by 

the American Society for Colposcopy and Cervical Pathology 
• Training in colposcopy, LEEP and conization by Nellis Gynecology staff 
• Presentation of 2 noon conferences on women’s health topics using evidence-based medicine.  

 
V. Residents will complete a scholarly project in the AOC.  At a minimum, residents will 1) present a women’s 

health case report or topic at a national CME meeting, or 2) complete original research in women’s health or 
3) complete a women’s health oriented  Family Physician Inquiry Network Clinical Inquiry (FPIN/CI).  
Residents will complete a comprehensive literature search/review and answer an FPIN/CI. This will be 
presented and evaluated at the local level.  It will also be published in Journal of Family Practice or American 
Family Physician as part of the FPIN process. A copy of this presentation and evaluation will be kept in a 
portfolio of materials documenting the residents work in the AOC.   
a. Original research on “Comparison of Random Urine Protein-Creatinine Ratio to 24-Hour Urine 

Collection to Diagnose Preeclampsia” awaiting IRB approval.  IRB expedited review returned denied.  
Retrospective study not requiring informed consent being evaluated.  Awaiting lab input.   

b. Ob case report with Dr. Gould currently underway.   
 

 
VI. To demonstrate competency the resident will undergo chart review to assure quality of care in the clinical 

setting.  A case log of patients and conditions managed will be required.  Upon completion of the AOC, the 
resident will present his/her portfolio to the Team Chief for verification of all required items. The team chief 
will present the portfolio to the staff and program director.  
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Attachment 8 

 



 50 

Attachment 9 
 

Nellis Family Medicine Residency 
Obstetrics Policy 

 
 

Continuity OB Patients 
 

1. Each resident will receive approximately two continuity OB patients per month and each staff 
will receive approximately 1-2 continuity OB patients per year. 

a. New OB charts will be reviewed by an OB provider and given to Lynn Harvey for 
scheduling. 

b. Only uncomplicated OB patients will be assigned to a FM resident or staff 
c. Uncomplicated OB patients already empanelled under a resident or staff will likely 

remain under that provider until the above requirement is met. 
d. Residents and staff will be responsible for ensuring new OB patients assigned to them 

are seen for their first OB visit in a timely fashion (within 1-2 wks of being notified) as 
well as routine antepartum visits – this may require walk-in appts.  Lynn Harvey may 
assist in coordinating the appts with the patient and provider. 

e. Patients with positive screening for anxiety/depression will be contacted by the 
continuity physician ASAP to determine need for immediate BHOP referral/treatment 
prior to new OB visit if over a week till that visit. 

f. Those patients who request a particular provider may be assigned to that provider only 
after approval is obtained from the FM/OB Director.  Residents should not guarantee a 
patient that they will see a particular doctor in FMR. 

g. The above number of continuity OB patients assigned to residents and staff will allow 
current and future RRC requirements to be met, as well as the ability for FM faculty to 
obtain an adequate number of deliveries to maintain currency (strive to perform ≥10 
deliveries/yr). 

Residents may also participate in Group OB visits in order to meet their goal number of 
continuity deliveries. This will provide an alternative prenatal care technique to be utilized 
by residents.  

2. All residents will precept each OB visit with the CON doc PRIOR to the patient leaving the 
clinic. 

a. The visit flow sheet, lab sheet, problem list, ultrasound photos and OB 
Database/AHLTA note MUST be completed at the time the patient is presented to the 
CON doc. 

b. The resident will directly hand the chart to the CON doc during the presentation to 
allow close review. 

3. Once the CON doc has precepted the patient, any necessary adjustments of the plan will be 
discussed with the patient before leaving the clinic and the chart will be placed back in the 
CON room, in the “Second Sign” rack, for further review.  OB charts will NEVER be placed in 
the CON room or on a faculty desk after 1600 – this will be strictly enforced! 

4. All residents performing first trimester ultrasounds MUST have staff in the room.  All other 
ultrasounds performed by PGY1s in clinic on continuity OB patients MUST have staff (usually 
the CON doc) in the room.  PGY2s and PGY3s do not have to have staff present in the room if 
they have documented proof that they have been signed off by the program director to perform 
the procedure independently. In addition if there is any question as to the findings or 
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calculations/measurements, the staff should be present.  Documentation of all ultrasounds 
performed in clinic MUST ALWAYS include photos and notations in the AHLTA note. 

5. FM faculty (including FHC providers) should also ensure fully completed OB charts are placed 
in the “Second Sign” rack for further review by 1600 on the day of the visit. 

6. Residents who are not available (i.e., on leave, TDY, or outside the immediate area only) to 
care for their continuity OB patients MUST designate a surrogate AND clearly document this 
on the chart (post-it note, etc) as well as on the Labor deck on-call board.  This surrogate must 
be a resident that is NOT on an outside rotation and hence available to care for the patient 
during all hours.  Team chiefs need to ensure a surrogate has been designated before 
leave/TDY is taken. 

7. Those continuity OB patients that develop a high-risk condition will be managed accordingly: 

a. Uncomplicated patients with potential high-risk conditions may continue to be managed by 
the resident with direct oversight by the FM/OB or OB. A list of high-risk conditions are 
detailed in an attached document.     

b. Any visit of a high risk patient MUST  by precepted with a FM/OB or OB provider prior the 
patient departing the clinic.  The patient will be comanaged with the resident/staff’s and 
FM/OB provider or,will be transferred to the FM/OB or WHC as the primary provider. This 
will be determined on a case by case basis depending on the medical condition. Residents 
and faculty are encouraged to present their patient at the OB HROB Conference. 

c. If a patient is considered High Risk, it will be the residents responsibility to coordinate any 
additional testing required for the conditions. 

 
8. The FM/OB provider will regularly review the HROB patient list, and attend all HROB meetings 

on the first and third Wednesday of each month.  If the FM/OB provider is not able to attend, a 
surrogate will be appointed. 

 
 

Labor and Delivery Unit 
 
General: 

1. Faculty will continue to serve as the primary L&D provider on Tuesdays and Wednesdays.  
FHC providers may schedule L&D shifts with the OB department directly. 

2. During daytime shifts the faculty is expected to remain on the L&D floor if any patient is in 
labor. (Brief runs to cafeteria, etc are permitted, but the faculty should always be readily 
available). 

3. If the assigned FM faculty is not able to cover a portion or the entire shift, a replacement within 
FMR should be sought before approaching the OB department. 

4. For the sake of patient safety, FM faculty on-call who are unable to adequately monitor and 
manage L&D patients due to a high volume or acuity of medicine/OB patients MUST notify 
the back-up FM provider for assistance prior to engaging the back up OB provider.  This 
action should never be viewed as incompetence or weakness, and no retribution will result.  

5. The FM faculty will review, on a quarterly basis, the workload and demands of FM providers 
on-call and subsequently make adjustments to minimize potential patient overload and safety 
concerns. 

6. If the L&D nursing staff is unable to contact the FM faculty on-call, or is uncomfortable with the 
management of patients after discussion with the FM faculty, the L&D staff is encouraged to 
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contact the FM/OB or OB backup provider. The FM/OB or OB backup provider schedule will 
be posted on AMION. 

 
Admitted/Laboring Patients: 

1. While labor management styles differ at times between FM and OB providers, accepted 
community and DoD standards of care must be met.  To facilitate active labor management, 
each morning report/check-out will include an outline of expected milestones and treatments 
anticipated for each laboring patient, discussed between the FM faculty and OB or FM/OB 
backup, to ensure a clear plan is established.  Periodic reviews of the plan and current 
progress are highly encouraged throughout the shift to ensure timely management occurs.  
Open and clear communication, in the TeamSTEPPS format, is paramount. 

2. The criteria for FM/OB or OB notification or presence during the labor and/or delivery process 
are outlined in the attached file. 

3. Per RRC regulations, all resident notes (antepartum, intrapartum and postpartum) must be 
reviewed and cosigned by the attending staff (FM, OB or Midwife). 

4. A PGY2 or PGY3 resident will not independently supervise a PGY1 performing a delivery – 
FM or OB faculty must be present. 

5. In accordance with RRC regulations, a maximum of a PGY1, one upper level resident and 
staff may be present at a delivery and each be able to count as a performed delivery. 

6. FM and OB faculty are expected to perform confirmatory cervical checks following the PGY1s 
for all unruptured induction or laboring patients.  Strongly consider performing the same when 
precepting PGY2s and PGY3s. 

 
Triage Patients: 

1. When a resident’s continuity OB patient presents to triage: 
a. If the patient is 36 0/7 wks and greater, the nurse may perform the initial evaluation and 

contact the resident directly.  The resident will then contact the FM staff on call and 
discuss the case.  The staff will then decide if the resident will personally evaluate their 
continuity OB patient or discharge home.  The staff will then contact the L&D nurse to 
discuss the plan.  This is meant to foster and reinforce the sense of patient ownership 
and dedication.  If the primary resident is not available (i.e. on leave, TDY, or outside 
the immediate area only), the designated surrogate should be contacted and, if 
needed, evaluate the patient. 

b. If the patient is 35 6/7 wks or less, the resident is required to personally evaluate the 
patient, contact the FM staff on call and discuss the case.  The L&D nurse should not 
perform the initial evaluation, unless they deem the patient an emergent situation as a 
bridge to physician evaluation. Whether the FM faculty needs to evaluate the patient in 
person is at the discretion of the FM faculty. 

2. Residents must personally evaluate a triage patient within 1 hour of being called by nursing 
staff. 

3. PGY1s must have FM faculty present to evaluate patients. 
4. PGY2s and PGY3s may evaluate OB triage patients independently, and precept the patient 

either in person or via phone prior to the patient leaving L&D.  The FM faculty MUST cosign 
the Essentris note as soon as possible. 

5. Faculty are not required to always personally evaluate their continuity OB triage patients; 
however, deference should be given to nursing/L&D staff who deem the clinical presentation of 
high enough acuity to warrant personal evaluation. This means that if the patient is in 
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threatened PTL, vaginal bleeding, etc., or the nursing staff says “I am not comfortable” the 
staff MUST come and evaluate the patient. 

6. All triage notes will be documented in Essentris – be sure to include a description and an 
appropriate assessment of the fetal heart tracing (e.g. Category I – reassuring).  Faculty must 
document triage notes in Essentris whether or not they personally evaluated the patient. 

7. When evaluating a late preterm (34 0/7 to 35 6/7 wks) triage patient, faculty and residents are 
highly encouraged to consult the FM/OB or OB provider on call to ensure the highest standard 
of care/patient safety is met. 

8. When evaluating an early preterm (33 6/7 wks or less) triage patient, faculty and residents 
MUST consult the FM/OB or OB provider on call to ensure the highest standard of care/patient 
safety is met. 
 

 
MANAGEMENT OF COMPLICATED OBSTETRICAL PATIENTS BY FM/CNM PROVIDERS:   

1.  This document is a set of working guidelines to ensure that the highest level of communication, 
collaboration, consultation and referral is achieved among the certified midwives and the obstetricians 
at Nellis AF Base.  Although this list is not all-inclusive, it offers a minimal standard by which the Nellis 
staff wishes to practice obstetrics.   

2.  The goal of these guidelines is to ensure that the FMR staff/ midwives and the obstetricians are 
working in conjunction to provide the safest environment for our patients while maximizing our 
resource.   

3.  The following conditions will be periodically reviewed by the FMR/OB and OB physicians to 
facilitate modifications. 

• Conditions Requiring Transfer of Care to FM/OB or OB: 
o GDM A2 and above  
o Multiple Gestation 
o PPROM <36 wks 
o Hx of PTD <36 wks 
o Recurrent preterm labor 
o Persistent placenta previa ≥28 wks 
o Chronic HTN on medications 
o Mild/Severe pre-eclampsia 
o Moderate persistent asthma and above 
o PMH including autoimmune disease, severe renal/cardiac disease or 

hemoglobinopathy 
o Trauma/MVA with major injuries 
o RLTCS or C/S requiring conditions 

• Conditions Requiring One-time Consultation with FM/OB, OB or Perinatology/MFM: 
o Abnormal genetic screening 
o AMA 
o Mild intermittent asthma 
o Chronic or gestational proteinuria (>300 mg/day) 
o Duration 2nd stage labor >2 hrs, 3 hrs if epidural 
o Fetal anomaly detected 
o GDM A1 
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o IUFD 
o Non-vertex position @ 36 wks 
o Oligo- or Polyhydramnios 
o Preterm contractions/labor – 1st episode 
o Transfer of any OB patient to outside facility 
o Epidural 
o Induction/Augmentation of labor by any method 

• Conditions requiring at least informal FYI consultation, per DoD Guidance: 
o Non-reassuring FHT (repetitive late decelerations or moderate/severe variable 

decelerations, loss of variability, or bradycardia/tachycardia) 
o Maternal temp  ≥100.4 
o Trauma/MVA with no major injuries 
o Postpartum hemorrhage 

• Conditions which may be managed by the FMR/CNM without OB physician notification: 
o Spontaneous active labor 
o Meconium stained fluid 
o Patient requiring amnioinfusion 

• Other conditions requiring FMR/OB or OB physician involvement: 
o Vacuum delivery (FMR/OB or OB physician must be notified prior to performing unless 

EMERGENT – then have notification occur when performing) 
3rd or 4th degree laceration 
INDICATION CNM 

independently 

manages 

CNM co-
manages 
with 
obstetrician 

FMR 
independently 
manages 

 

FMR co-
manages with 
and notifies 
Credentialed C-
Section Provider  

OB or c-
section 
provider is in-
house and 
primary 
provider  

Spontaneous Active Labor X  X   

Meconium stained X  X   

Amnioinfusion X  X   

Pitocin  X  X  

Magnesium Sulfate  X  X  

Census > 3 active labor  X    

AROM <3 cm or <-1  X  X  

Non Reassuring Strip:  late 
decel >3; >3 moderate decel 
<90 or lasting 30 seconds; 
fetal bradycardia (<110’s x >10 
min) or tachycardia (>160s x 
>10 min). 

 X  X  

Maternal temp >100.4  X X   
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Vaginal Bleeding  X X   

PreTerm: requiring medication  X X   

Oligo  X X   

Poly  X X   

Macrosomia 4000grams  X  X  

Epidural  X  X  

Mild Pre-Eclampsia  X  X  

Severe Pre-Eclampsia  X  X  

(at physician 
discretion to 

transfer to OB) 

 

GDM requiring Insulin  X  X  

MVA/Trauma  X  X  

PP Hemorrhage  X  X  

Vacuum Extraction  X:doc 
notified prior 
to placement 

 X:doc notified 
prior to 

placement 

 

Severe Pre E with HELLP, 
renal dysfunction, or requiring 
IV anti-hypertensives 

    

X 

 

X 

Fetal Demise  X: MD 
confirms 
demise 

 X: and second 
provider to 

confirm demise 

 

Hx Eclampsia     X 

VBAC  X  X X 

Transfer out   X X X 

MVA c Injury    X X 

Multiple Gestation     X 

Placenta Previa-complete     X X 

Marginal Previa    X X 

3rd/4th/Cervical lac    X X 

C-Section  Patients    X X 
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